
•MICROCOPY RESOLUIION JESl CHART 

■ f 
J 



(18.2%) of the referrals while" social service departments referred 
15- children (16.9%). However, other miscellaneous agencies ac- 
counted for 21 (27.2%) of the referrals. ' 

The manner in which children came to the attention of Head Start 
programs varies by the severity of a child's disability and by pro- 
gram size. As Table 5.3 indicates, the proportion of children re- 
ferreoTby outside agencies due to their handicaps increases as the 
sever ity^ljf the handip-ap increases from mild to profound. Also, the 
proportion of children enrolled through normal recruitment/child find 
activities decreases with increasing^ handicap .severity. That i§s^ 
Head Start programs tended to identify proportionately more mildl^ 
and moderately impaired chil(^ren through their normal recruitment 
activities, and proportionately more severely and profoundly . impaired 
children were referred by outside agencies. The same type of trend 
is~-related to, program size (see Table 5 . 4) , That is, the smaller 
programs (1-400 childran) depended proportionately more on referrals 
from outside agencies than did. the larger programs (over 4b0 child- 
ren), and the larger programs enrolled proportionately more children 
as. a result of normal recruitment/child find activities. - 

Competition W ith Other Agencifi«; Fn-r FnrollniPr.^1/ \ 

X The issue of competition between Head Start and other cbmmunity ' 

agencies that serve handicapped children is important because, in- 

_ci3sJjL&l^>i,-^^ are being required to enroll 

and/or are receiving incentives for enrolling haridicapped children. 
Specifically, Head Start , programs are required enroll a minimum'of 
10 percent. handicapped children. Similar guideianes that apply to 
"other public preschool programs include: . 



~ These data are program- specific. 
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. ; ■ . ■ . TABLE S.3 

^ > , ■ ^ ^ ' N 

I^^^.— !!! !!!°'" ^" g;^ '''-en Came to the Attention of n^g^ g^^^^ programs by Severity Levels 

Seventy leygl 

r ft . Not. Specified Mild Moderafr. c*vere Pt-nr j 



Parent referred/other 
siblings iireviously in 
lead Start 



100 100 



100 , 100 . 100 

{N"5) _ (N'61) (N^lll) '""(N^yj) (fj.^j 

Referred by outside . .. ' ' . .. 

agency, not because of 

handicap ■ t 5.^ ^ 

:-: (N»i) (nh) (n=i) 

Referred by outside 

agency, because of , • 

40.0 13.1 20.7 ,g 4 c, , 

(N-2) — - (N.8) (N,23) VZB) 



Enrolled through normal 
recrultraent/childTlRr ■ . 

activities -eo.o ' S7.4 56.8 1^,. 

■ ^(N-?) . . (N-3S). (N.63) - (M=36) 

Enrolled tli'rotigh special ' 

recruitnient/child find ~' 
activities * 



(N-2) (N.2) ^-{^=2) 



17.1 8.2 
(N-IS) (N«i9) (N-6) 



TABLE 5.4 



toner in Hliiclr(:i]ilJrerK i|i^Moj!]e Attetitioii of Head Start Programs by Projiraiii Size 



Pro^ranjize . . . ' ~ 

"i iiiiol«_ \ of colunn^ i gf 'Column \ of Column j of column 



Total** 



100 ■ ■■ m 100 



100 ■ 100 



Referred by outside * 5.6 77 

agency, not because of • (m) (L) ^ ''^ 

handicap ^ '^^ ^^ (N=l) (N=l] 

Referred by outside 2S.6 38 9 0 ,« , ^ 



: . . 69.6 . 5SJ 



Enrolled through normal . 64.3 44 4 

recruitraerit/childTIir (N=9) {Mb] - mi) /w ct^ 

activities • ■ . . IN-J4j (N=32) (fi^sj) 

Enrolled through special- ' * " » , , ' .. ; 

recruitnent/chilrfTir . . *'L. ' . v ^' 

■ acuities.; • ' - ^^^> ' ' i^'^) 



Parent Mcrrsd/other 7.1 u \' 

tol'slr™""'" ^ (H). (HO 



21,1 ■ ■(.; - u.j 



• If a State has public programs for preschoolers PL 
94-142 requires that handicapped children be served 
in those programs with normal children to .the maximum 
extent possible. Further, by 1980, all State Education 
Agencies will be required to. provide a free appro~p?=iate 

/ education to all handicapped individuals between the 
, ages pf 3 and 21, which will increase the number of 

preschool programs that will be required to enroll 
handicapped children. - 

• Many states disperse funding for special educa- 
tional programs based, in part, on the number of 
handicapped children in the program. 

In light of these facts, it was expected that Head Start programs':'" 
_ would experience competitioh with other agencies as they attempted 
- 'to enroll handicapped children. 

OvzA. kali oi tkz pfiogJiM In the., sample, nzpofitzd that thzy did , 
not compztz ujlth otke.A. agznclzi to znJioll ha.ndlcappe.d (Lhlldfizn (52 . 5S). 
However, 11. programs had experienced conflict with otheragencies 
(18.6%) and 17 programs (28.8%) which had, not experieifc'^X^onflict over 

: a particular chi^d indicated that the possibiii'ty for conflict existed 
(see Table 5.5).- As Table 5.6 indicates, most of the programs^'that 
had experienced conflict or anticipated potential conflict (N=28) identi- 
fied the public schools as the priinary conflicting agency (71.4%) . Other 
-agencies identified as potential competitors included other private 
categoticai programs (28.6%) and other private non-categorical programs 

. (21.4%). Of the programs that had experienced conflict or anticipated . 



- Unless this is inconsistent with State 'law or any court decision. 

2/. - ■ ■ ■ ■ V ■ " 

-Since it was expected that program staff would-be reluctant to 
.admit to direct conflict with other agencies, a response of 
"potential Conflict" was considered to be indicative to conflict - 
well, and the two categories are combined for purposes of sub- 
•.. sequent analyses . vs 
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TABLE 5.5 



Head Start Programs That Compete With Other Agencies 
to Enroll a Particular Child 


Competition 


% o£ Total 


■ Yes ■ 


18.6 

CN=11) 


No, but the possibility for ' 
conflict exists 


28.8 
(N=17D 


No • 


52.5 

'CN=313 




Total** 


100 

. CN=59) 



TABLE 5.6 

^. . . - 



Agencies With Whom. Head Start Does 


or May - . 


Potentially Compete 


Agency 


-0 o± Total — ' 




71.4 




(N=20) 


Easter Seal 


7.1' . 




CN=2) 


University Affiliated Program 


.'3.6. 


CN=13 -^^^ 


Other Private Categorical Progrann 


28 .6 


(N=8) . 


Other Private Non-Categorical Program 


21.4 


(N=60 i 


State Institution . . 


7.1 




CN=2) ■ 


Other Head Start Program 


7.1 - • . 


' (N=2) . 


^ .,Othei^'' . \. •. / , ■ 


17.8 







— ^Percent6;ges are based on a total of 28 programs: that indi 
cated tjjiey had competed or may potentially compe^ with 
:iother;;. agencies oyjsr enrollment of a specif ic, handicapped 
' child: iSome :^pf,ograms indicated more than one agency . 



potential conflict, the primary reason given for conflict was that th 
competing program served the same geographic area as the Head Start 
program (75.01) .(see Table 5.7).. Tk^ 6e.cond mo6t ifizqazntly ■ cltzd 
M.2.a60Yi ioji conillat Involvzd dUputzi ovza. tke. moit appfiox^H.loitt placa 
mmt ioA. tkz child to obtain. .A.^vltZ6 146.4%]. Seven- p jgA.am6 how-" 
eue^, Indicated that aonillct6 UJZAZ a ^Z6ult oi funding aonild'e.A.atlon^ 

TABLE 5.7 



Reasons for Actual or Potential 
Over Enrollment 


Conflict 


Reason 


i of Total 


Dispute Over Most Appropriate 
Placement for Services 


46.4 

CN=13) 


Dispute Over Obtaining Children 
for Funding , 


25.0 
CN=7) 


Serve. Same Geographic Area 


75.0 

(N=21) 


Other 


• 10.7 

(N=3) 



1/ ^ 

- Pt.-centages are bas.^'ojv.^a total of 28^ programs that 
indicated they had' competeci\or may potentially compete 
with other agencies over enrollment of a specific 
handicapped child. Some programs^indicated more than 
one reasoii. 



; °^^Pi^e the relatively small proportion of programs that experi- - 
enced actual or potential conflict, experiences in the field and the 
conflicts related by. program staff to the interviewers suggest that 
conflict, between Head. Start and other agencies^ especially the pub- ' 
lie schools, may be a serious problem. For example, at least two 
programs spontaneously related their conflict experiences to field 
staff. In both cases. Head Start and the public schools were each I' 
attempting to identify and enroll handicapped children to meet spe-''" . 
>cific program goals and competition ensued over the/same' group of/: ^ 
^^^fi^PPed' children. In one case, pooling resources and^ coopera'ting . 



in effoTts to identify handicapped children allowed the competing 
agency, -to, in the words of Head Start staff, "pirate away" . the handi- 
capped-children they had screened," diagnosed, and prepared for pro- 
gram entry* Furthermore, in the isame .case, "the handicapped children 
were mainstreamed in the Head Start program but the conpeting agency 
placed the children in a self-contained setting, which was not the 
least restrictive placement available to the child. Such a placement, 
does not reflect a child-centered app>roach to services; rather, 
political realities encouraged an agency--centered-approach. Agency 
"turf!' was more important than the most appropriate placement for the 
child primarily because^ each agency was struggling to obtain a suf- 
ficient number of handicapped children to meet funding guidelijieo* 

Although only two programs chose to relate such , detailed exper- 
iences to the interviewers, .' field staff observed other, more, subtle 
indications : of competition—^ in additional programs. It is expected 
that this problem was occurring in other program^, and the problem , 
may become more severe as greater riumbers of programs are required 
to identify and enroll handicapped children, especially as the re- 
quirements of P.L. 94-142 become increasingly comprehensive over the/ 
next few years. 

Despite the interagency competition issue, though, of the 269 
handicapped, children in the study sample, who became en^^led in Head 
Start programs. Head Start personnel, the child' s parents , and the 
child' s_di^^^^^ the placement of the child in Head 

Start as opposed to other available programs in 264 cases ~(-98vl-%) . 
This group, .of course;, does not include any handicapped children 
whose parents considered Head St^rt placement but finally chose- 
alaother program, nor is there any indication of whether the parents - 
of the Sample Head iStart children were aware of other placement . 
"^ possibilities. . y 



i'^ Usually in the form of casual remarks made to field ^staff. 



The Head Start, Economic Opportunity , and Community . Partnership - 
Act of 1974 requires that, within each State, 10 percent of the chil- 
dren enrolled in Head Statt must be handicapped. There are additional 
considerations involved in recruitment activities : the Head Start 
Program Per^formance Standards require that children should be recruited 
from the most disadvantaged homes, although each program is allowed to 
^enroll 10 gercent of its children from above-ihcome guidelines homes, • 
^and recruitment activities are to be coordinated- with other community ' 
agencies . _ 

Almost all, of the Hea'd Start programs in the sample (96.5%) " had 
aj chronological age requirement for program entry (see Table 5.8). ' 
Almost half of the programs C44-.l%) required that entering handicap- / 
ped- children's families must meet an income guideline. HJhllz jjew 
otkz,A. zntKa.n.c.z Kzqu.l^zimnt6 we^e wZd&ly e.6tabU4>kzd among tk& ~6 ample. 
\vA.6Md, It 6 ko aid be. nqt&d that at IzoAt 12 to 15 pelKciznt oi tkz / 
\^n.0QfLam6 kad A.eqiU^tment6 wklck pA.&clu.dzd the. enrollment oi 6e\jerelij 
l^andZcappzd cUldA.en, pa/itA.culaA.ly stko6^^ ikdt kad pky&lcicLl Impaln.- I 
mznt6. Elgkt prog/Lam6 A.equlred enA.&:(!jihu to he toilet. .traJ.ned, nine. 
ie.qalA.e.d znrolleei to be ambulatory,, and! 1 3 restricted the enroll- 
' je.nt o^ 6 everzly -dl6ablzd children, . I 

/ : in the introduction, eih Head Start pr 

'allowed to enroll as man) as 10 percent oE their children , from 
families above income gui-delines , and atAeast 10 percent of ' the en- 
rolled children within each State must handicapped. Table 5.9 
shows the percentage_.of. the PTpgrams ' j4ro^^^ of 
children who were bipth handicapped and from above income guidelines ~ 
familes. Iii almos t j half of the 'programs (47 . 5%) , -this, group comprised 
less than one percent of the enrolled children. Furthermore, few of 
the^p percent or more of their children " 

S^o^V- Mo6t ai the -programs, ^ then, enrolled iem handicapped . 
children who were al6o above Income, although a 6mall, but &lgnlil cant , 
niimb&r oi programs illled, all or almo^t^ all. oi their above-Income 
p.pe.nlng6 With handicapped children. 



TABLE 5.8 



Entrance Requirements for Head Start Enrollment 
of Handicapped Children 


Requirement 


% of Total 


Chronological Age . 


96.6 






CN= 


= 57) 


Certain Handicapping Condition 


IS. 3 






■ CN= 


= 9) 


. Certain Severity Level 


^2.0 






CN= 


= 133. 


'Ambulatory 


IS. 3 




— W------ . ■ ■ 


CN= 


= 9) 


Toilet Trained 


^ 13.6 






\ CN= 


=83 


Functioning at Minimum 


15.3 




x/c V c J. upiiicii L d. X i-ievex 


CN= 


= 9) ■ . 


Parental Commitment to . I 
Participate in Program J 


13.6 




CN= 


= 8) 


Must Meet Income Guidelines 


44.1 






CN= 


= 26) 


Other 


23.7 








■14) 



—Percentages are based on a total of 59 programs. Pro- 
. grams could indicate more than one requirement. 



TABLE 5.9 



Percentage of Head Start Programs' Enrolliuent* Filled by 
\ • Handicapped and Above-Income Guidelines Children' " | 


Percentage o£ Enrollment 


' 1 of Total . 


None 


27.2 

(N=16) 


Less than 1.00 percent ' 


20.3 

(N=12) , 


i. . uu " ^.yy percent 


22.0 

{N=13) 


3. 00 - 4.99 percent 


. " 16.9 
\ fN=10") 


5.00 - 9.99 percent 


\ ; •\ ■8.5" 

\^ - (N=5) 


10.00 percent and above / 

' ■ ■ ■ /■■ 


• \ ■'" 5,.r ■ 

\ ... / . ^f^^^: 


Total 


\ ■ ■ ! ■. 

100.0 

\- \ ■ " ■ !(N=S9) 



Data were collected on the recruitment procedures typically used 
in non-Head Start programs and the agencie,s. that refer cliildren £6t 
placement in the non-Head Start programs These^aTta are program-' 
specific. . •• ' • ;. ' . - ■ / , 

Non-Head Start Recruitment Procedures., 

■ ■ ' ^ / 

Non-Head Start staff were asked to indicate the types of recruit- 
ment procedures they typically relied upon for purposes of enrolling 
handicapped, childreiie Most -frequently, . the^progrkms' relied on a dual, 
approach (34w8%) ,they_conducted their own outreach and child find 
activities but al-so received referrals from a network of the other 
comjnunity agencies\ of which they were a part Cs^® Table S.IO). ^ Second, 
mast frequently, the. programs enrolled haridi,capped ^ildren solely as 
a result* of their involvement \in ah , Established corjwnunity referral 
system C28>, 3.%).. Nine programs C19-6I) primarily Tecruited children 
through their own outreach and cjiild find activities-^- and 5 programs 

(10,9%) did not rely on recruitment pr^)cedures but rather enrolled 

/" • • ■ ^ ■ ■ 

children as a result of parent appli/tation. On the basis of these 

data, app^a{i6' that tkz nonrHzad /StaKt p^og/iam^ ttfpZcaZZy dzpdYiddd 

on A.^^^A.A.aZ6 jJ/Lom otk^A.\ communA.ty/^agznc^e6 fto a muck ta^QdK zxtdnt than 

Hdcid Stoi^t p^QQ^am^ . S^Ytdd Hzad! Sta^t avp^a/i^ to ^dznttiy mpKz ckZZ" 

dJtzn a6 a a.z6uZX o^ A.zc^Luttmznt/ cktZd ^tnd actA>vA.tA.^6 {aZbzZt tkz 4ame 

pK0CL(idviKZ6 ii6zd to Azc^uA^t no/imaZ ckA^ZdA^zn] , Head Sta/it pJiobabty (jlL^o 

i.d(LYitX.iX.(Lh mokz chftdA^zn (AJltk kandZcap6 u)ko (A)oaZ'd^ atkzA.tA)A.6Z kavz gom 

,un6Z/LVzd tkan do hon-Hzad StdA^t p/iog/iam6\ hion-Hzdd StaAt \j^og/icim6 

seemed to znxoZt pA^opo/it^bncutzZy mo/it ckZZdkj^n tA)J.ttt\ pxzv:A.ou6 

iA^yimzd 'kdndA.cap4, tkan d^^^ Hzad StaA.t pnogn^am^ . \ 

Agencies Tha^t Referred^^ Children to Non-Head Start Programs ; 



Non-Head ^tart programs frequently received^ref erral^s ^^£^ a 
variety of outside ^agencies (see Tablev 11) . However / since these 
data are program-specific :and the Head Start dAta are child-specif ic^^ 

the 'data are not .directly comparable. 

.. . ^ ■ . - ■ . -• . ... 




X 



TABLE 5.10 

^ . • * 



• Recruitment Procedure.s of Non- 


•Head Start Program's " 


' Recruitment Procedure* j 


% of Total. 


No re'cf^itment procedure, ^ 
; based cn p;arent app ; 


10.9 

. •■ ' CN=5) 


Haye, ovm (?.utr.eacK aitd child 
.find-' actiyiti"^s :^ . 


19,6 

r ^-CN=9). • 


Part of established comiriiinitv^ 
referral system 


9 Q ■■■■ "7 ■ V . •'"■'C 

■ ■<N=i3y;.: ; \y 


Part of established cpnununity- referral 
" system -and have c/wn outreach and 
child fjind act J.yi»ties : 


,. t 34.8 ■ ■ 

~ fN=i6') - ' 


; Other • - ■ -v;-. 


6.5 ' 

■CN=3) V:; 


Total**-''":, r--^.^ ' 

/■ *. ■ ' ' - ■ 


100 : \ 


■' ' ■ * ■ ."■ " ■ ." ■ ■ ■ ■ ' ■ , 

• r . 7 . ' . • 


■ ■ \: 

■ V, -■■ 



\ 



\ 

\ 



■ X. 




TABLE 5.11 



Agencies That Have Referred Handicapped Children for Placement in 

— ■. - -v: - — -~ - -Non-tie-ad : 3lj&Tl:^ j^tQ^grajsis " — 


Agency - 


1/ 

% of Total- 


Private Practi t^i nn^^-r /rnn<^nl t^a-nt* 


80.4 

CN=37-) . 


Public Ho ST) it: a 1 

• * . . . • ■ ' y 

■ ' ■ ' ■ ' . ■ ■ 


58.7 
CN=27) 


Pub 1 ic /State Hpal4-Vi TlianaT'tTTiiaTTh 


76.1 

(N=35)- 


Socia.1 Service -Tlp'naT't'mpnt / \ 


0 *7 A 

0 / . 0 


Public School System ■ ' . ' 


0 y . 1 

TN=41) - 


Easter Seal Agency 


CN=13) ■ 


CrippLed. Children Association' ^ 


(N=20) 


Association for Retarded Children 

. ■ 3 • * . . ! ■ ■ - — ... 

BEH First Chance Project . 


H/.O 

eN=22). 


^. 10,9 

. u ■ CN=5). ; 


•University Affiliated Facilities 


39 .1 
(N=18) 


Head Start Program 


56.5 

; CN=260 ) 


Other ' 

. ■ ■ ■ " ■ /. 
' ■ ■ ■ ^ - • ■ ' ■ . . / . 


43.5 
CN=20) 



/ 



1/ „,>-^ ' 

- Percentages are h^sr€d on a' total of 46 .non-Head Start programs. 
-Programs were, allowed to indicate more than one referring agency. 



■ The three agencies from which non-Head Start, programs most fre- 
quently received referrals were public school systems. (41 programs) , 
social^ service.s^ departments (40 pro_grams) and private pxa.cjy,jLLQners/ 
consultants (37 programs). In comparison, private-practitioners/ 
consultants did not refer a large portion of the sample handicapped 
...children to Head Start' programs . This f inding would seem to support 
the assumption that non-Head Start programs enroll mo.re children with 
previously-diagnosed handicaps than do Head Start programs. 

Non-Enrolled Children- ^ 

In general. Head Start programs enrolled most of the handicapped 
, children that were brought to their attention."" Programs in urban^ 
, areas were more likely to/liave wai,ting lists; 12 programs, or 66.7 ' 
percent of. all programs unable to :enroll children, were in urban. areas 
(see .Table 5.12). Put: another way, 50 percent of the urb^an programs 
had a handicapped wait^yig^Msl- -whereas only 24 percent of the rural 
programs had a waiting list. 

Twenty; of the 59 programs indicated that they could-n^t^'en7oll • 
all the handiiapped children they identified, and table 5.13^" 
■• outline^'^ the reasons programs could not .enroll these, children. Over " 
>lialf of these 20 programs indicated^ they had no" available openings, \ 
.The second most frequent reason for non-enrollment, however, was that' 
^ the children did not meet income guidelines-'^ (45.0%)-. Only one pro'. 

granj with a waiting list felt that the attendance .of the child, would 
^ be detrimental to others and only one program could not enro.ll handi- 
capped children due to inadequate facilities. Tke.6e. data Indicate. 
:i^i(^t Hzad Sta^t pAog^am4> A^ atiz \allllnQ to place. hancUcappe.d' 



— Most of the data in' this section are program-specific 




3/ . , . ' ' •' ■ ■ " • ■ ; -■ 

~ V^^}, is, their families' annual income was above the maximum allowed 
"by Head .Start. • . 



TABLE S^.U ? 



Distribution of Urban or Rural Programs' with a l^aiting 
List by Prograni Size .. . / ■^ 



jrograiB Locatjon 



Total •' 



Urban 



Rural 



Not Specified^'' 



Pro gram Size 



1-200 ■ 201-400 
children ;■■ children 
\ of Jolumn I of Column 



401-1000 : 

children ■ 
i of Column 




over 1000 
children 
|jf Column 



100.0,, 



60.0 
(N=3) 



40.0 

(1^=2) 



100.0 



57.1 



:42,9 



100.0 ■ 
^ (N=2) 



50.0 
: (N=l) 



50.0 

^ •(N=l) 



looYo- 



(N=4.) 



ioo:o\ 



I* 



Number of 



with' no 
'Waiting 
List -; ' 



h 



N=4l 



N=12 



N=25- 



N=4 



- This category includes 3 Indian and 1 migrant program, 



TABLE '5.13 



Reasons Why Head Start Programs Were Unable 
to Enroll Handicapped Children 



Reason 



Did not meet income guidelines 
No -available openings 

Lack of suitable facilities and/or equipment 
Other agencies servV^thes.e children ' ' 
Handicap too severe 

A --':" ' ' ^ ':v..:.'' ..: 

Felt child's attendance would be dfetrimental to 
others ' - ' :■ 

- ■ . • " \ • " ' ■■ 

Child's parent refused 

Lack of adequate transportation - 

: Other '' ' ■ " .,- : 



% of Totalis 



45.0 

., CN=9) 

55 . 0 

-CN=11) 

5.0 

. CN=1) 

30.0- 
CN=63 

20.0' 

■ (N=4).. 

5.0 

. CN-l ) ■■ 
40.0 

35.0 

CN-7}.. 

45.0 

CN=9} ; 



, .^^Percentages are based on a total of 20 programs that were unable to 
■J_^^^^^^^ %he handxc&pjied children they identified. Programs could 
/ xtKlicate more -than one reason. ' - . - ' \ 



ckZtdA^zn a 6Ztt-ing vo^tk yioA.maZ ckJ^tdktn and tkat tkz T^aZn ob-^tactz^ 
to en.>to££>c)zg thz6Z ckZtdA.2,n cla.^ atn^zady optZmim zn)ioZZmznt6 and ^aZt-- 
iXA,z6 to mzzt Incorhz QuuidzJLinz6 . 

Referrals to Other Programs . 

- Seventeen of the 59 sample programs (28.8%) indicated that they 



referred nbn^enrolled children\to other programs in the area. The 
breakdown of^these programs by location and size is given in Table 
S.14 . In contrast to programs Wdth waiting lists , over half of those 
that referred children were located in rural areas (52.9%). 

Table 5*15 shows the agencies to which referrals were most 
often made. Over half of the 17 programs making; referrals (58.8%) V 
indicated that "children Were sent to the public schools . Seven 
programs referred handi'ca^^ children to private categorical pro- 
grams^ but only 3 programs made refj^rrals to private non-categoricatl 
programs.. This would indicate that' almost half of the referrals 
made by Head Start were done so that chil'diien could receive even 
more specialized services for their handicapping conditions, al- 
though the children enroljTed, in categorical programs were not placed 
in a mainstfeam?ing setting. / , 

. . . :■■ ' .... ■ X j ' , ^ _ . ' . - . ' i , ; 

Gharac.tferistics of Npn-Enrolled ./Children 

_ ■ ■ . . . ■ ■ ■ //., ^ . ■ ■ r:r-'-''^-^^':'S 

Head Start " programs were asked to Supply information on the nimbe 

and types of handicapped children that were on waiting lists for the^r 

p ro grams \? App fox ll\kJ handicapped 'children were on waiting 

lists for entoilment in 18 He^ (See Table 5.16)> ■ 

Speech impaired children were most frequent^ly represented among thxs - - 

group ,(35. 8%) . There were 'no blind children on theV waiting lists of v 

the sample programs and -only one deaf, child. A 

Alternately, 17 Head Start programs indicated thatthly had re- 
ferred a total of 96 children who were not enrolle^d in their program]' 
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—This number is somewhat misreading, since one program had over 100"[ 
children- on its waiting list. The other 17 programs with waiting! 
\ lists.,_ then, generally had only a few children on their respective 
waiting' lists . * * ^ \ 



TABLE 5.14 



* 

to ■ 



^mms tl,at Referred Non-Enrolled Children to Other Agencies, by Pro, 



ProEiaiH^tion 



Total ' 
llrhan; 



, Indian'/Higrani 
Programs 



100.0 . 
(N'S) 

20,0 
(N'l) 



[M] 



00,1) ■ 


100.0 




fN"2) 


60.0 ^ ■ 




(H) 


(N»0) 


40,; 0 




m . 
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TABLE 5.15 



\ ■ — — — ^ — . 

Agencies To Which Non-Enrolled Children 




: Were Referred 




Agency 


% of Totalis 


: ■ .. ■ [ [ '■ ' ^ : :^ '■ ; 

Public Schools. 


58.8 . . 


• ■ ■ ... ■ . - • . . ' . 


CN=10) 


Easter S^al 


29.4 




Association for Crippled. Children 


29.4 




. (N=S.) V 


Other Private Categorical Program 


41.2 




(N=7);> . 


Other/Private Non-Categorical Program 


17.6 




■ •:/(N.=3)- ■■ . 


otace , ms tx till; ion 


23.5 




'CN=4) 


Other Head Start Program 


41.2 




,(N=7) 


'Other 


41.2 




■(N=7) ■■ 



- percentages .^re based on a total of 17 Head Start programs that 
refeXred nbh-e^^ to other agencies. Programs were 

.allowed to indicate more than . one agency . 
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TABLE 5.16 



Distribution of Types of Handicapped Chi 1-^ 
• . , . Able to Enroll in Head Start 


^en Not 

* . i . ' * 


HandicaTDTDine Condi t inn 

— — 


% of total 


Blind 


. * ■/ • 


Visually Impaired 


2 7. 


' Deaf ■ ■ ^ . - ■ •' 


CN=6) 


; Hearing Impaired 


CN=1) . 
4 1 


Physical Handicap ^, - ' 




, Speech Impaired 


. CN=15) 
35 8 


Health or Developmentally Impaired 


(N=i6) ■ 
'15>,8 • 


Mentally Retarded . 


CN=35) 
9.5 


Serious Emotional Disturbance 


CN=210 
• 18.1 . 




CN=40) . 

' 3.6 

, ym-8) ^ ■ _ 


Total**,, . -...a: , . . 


100 • 
.. ■CN=221) 




5.25 




to other community agencies/programs. Tables. 5.17 and 5.18'' show the / 
types of handicapped children referred and the severity level of handi^ 
capped children referred, respectively • '/ 

The greatest number of the 96 children referred were those with 
speech impairments (25,0%), which isr consistent with the more frequent 
occurrence of this type of handicapping condition in the general popu- 
lation. Of secondary and tertiary frequency of referral were the 
seriously emotionally disturbediKlS . 6%) and mentally retarded (12. 5%) , 
These same two. categories comprised the two highest occurrences of the 
severely handicapped children referred to other, progra^ris (Table 5.18) , 

Stated another way, of ^ the 12 mentally retarded children referred 
to other programs, 11 were severely handicapped; of the 15 seriously 
emotionally disturbed children referred, 10 were severe cases. These 
two handicapping conditions' account for just under one half (47.7%)- 
of all .severely handicapped children referred to other program^ rather 
than enrolled in Head Start. 

The Head Start programs with waiting lists supplied field inter- 
viewers with the names of two 'to three children on their waiting lists, 
and the- field staff then; attempted to-c6ntact and interview the parents 
of "these children. Information on a total of- 13 non-enrolled handi- 
capped children was obtained in this manner.— 

Six types of handicapping conditions were represented by the 
13 non-enr.oiled case? on whom dat:a were, collected, with the lar- 
gest number (5) occurring in the area of- speech impairment; There 
were two cases each of health impairment and/multiple handicaps, ^nd 
oh.e , case each, of visual impairment, physical handicap, and serious , " 
emotional disturbance . More than half of the 13 non-enrolled- child- 
ren"~i^rere not-~eniro-l-i^HL-n-any~o1rher-^^ several 
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~ Field staff encountered a great deal ^bf difficulty in completing in-" 

terviews with parents of non-enrplle,d children due to non-response, 

refusals,' etc. This accounts for t^^'^small number- of cashes CN=13): 

in the sample of handicapped children on Head Start waiting lists. , 



TABLE 5.17 



Type of Handicapped Children Referred 
•to Other- Programs by Head Start 



Handicapping Condition 



Blind 

Visually Impaired 
Deaf 



of Total 



2.1 
CN=2) 

2.1 

:CN=2) 



Hearing Impaired 



Physical Handicap 



Speech Impaired 



Health or Develdpmentally 
Impaired 

Mentally Retarded 



Serious Emotional Disturbance 
Specific Learning Disability, 



Other 

\ 

V .• 



Total^x* 

■ \ 

■ V 



11.5 . 

CN=11) 

8.3 

CN=8) 

2 5.0 

. CN=24I 

9.4 

CN=9) 

12. 5 

-CN=12) 

15.6 

CN=-1SD 

1.6 
12.5 



100 



CN=96) 



ERIC- 



'S. 27 



l2X 



/ 

- /. 

/ 



>4 



Tyspe o£ Severely Handicapped Children 
Referred to Other ; Prog-rams^by Head Start 



Handicapping Condition 



Blind ^ : . 
Visually Impaired 
Deaf 

Heai^ing Impaired 

• - , • ^ . ■ ' . 

Physical Handicap. 
Speech Impaired 

Health or Developmental ly Impaired 

Mentally Retarded 

Serious Emotional Disturbance 

Specif ic ILearnirig' Diisability 

" , 1. . -'^ ' ' . . . ■ 

other. . . ■ ' ' 

Total** 



% of total 



4.5 

(N= 

2.3 



4.5. 



13: & 

15.9 

(N= 

9.1 

' CN= 
25;0 

22.7 



2) . 
1) 

i 

6) 

■■7y 

4) 
11) 



2 . 3 



=,1).. 



100 



(N=44) 



kinds of special services were provided as a result of contac'fwith 
. Head Sta-r-t. .Medical or de^ital treatment- was provided in five c^ses 
. through Head Start contact. Head Start was" also instrumental in 
arranging for services for the sample of non-enrolled children, in- 
cluding the provision of day care, educational instruction, family 
counseMng^and therapy (other than occupatidnal or physical therapTyT^/ 

P r o g r a jB_T e r m i n a t i o n— 

Head Start programs are expected to provide comprehensive ser- 
vices to handicapped children in a mainstream setting . ' The frequency 
of and reasons for children's termination from the .programs are import- 
ant insofar as they indicate potential barriers to this goal, fhat'is, 
an examination of: the conditions surrounding termination will help 
determine if the Head Start programs are encountering problems in ~ 
providing appropriate services to the children. 

Tables 5.19 and 5.20 show the reasons for parent-initiated and - 
center-initiated terminations , respectively . ' A little over half of 
the 59 programs reported only small numbers of children (1-5) who left 
the program voluntarily. Only 14 programs reported center-initiated 
termination of handicapped children; again, the majority indicated that 
this occurred only with a small number, of children (1-5 per program). 

The major, reason for parent-initiated withdrawal of children was 
that the family moved.' A total of 31 programs reported that this ' 
.occurred; 28 programs (47.1%) indicated that this happened only for a 
.few children (1-5) ; 1 program (1.7%) . for .6-10 children;- and two pro- 
grams indicated that over 10 children withdrew from Head Start due to 
a family move. The second major reason for parent- initiated with- 
drawal was that the child transferred to another program. Eleven 
-programs had a" few (1-5) children that transferred; two other, programs 
.indicated .that, this occurred in six or more cases. ' 
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.-T: These services were- home-bas^d. 

2/ - 

~ These data are program-specific. 



TABLE 5.19 



Conditions of Parent- Initiated Tennination' from Head Start Programs' 



01 

o 



Number of Children 



Terminated. 



Conditions of Temination 



Parental ^ , 

■ Dissatisfaction Child No Longer Child. Transferred 

Moved With Program Needed Program to Another Program Unkown 

of Column \ of Column I of Colup Ui Column \ of Column 



;ERIC 



. Total of' Programs 
With Voluntary- 



of -Column 



Total** 


100 

■ 0 (N=59) 


100 

(N=59) 


100 

(N=S9), 


100 

(N=59) 


100 


100 

■ (N=59) 


1-5 Cliildren 


47.1 
(N--28) 


8.5 
(N=S) 


■' . 5.1 
■(N=3) 


18.6 ■ 
(N=ll) ■ 


8.5 

■■^[N=5) ^ 


44.1 

(N=26) 


6-10 Children 


1.7 

. (N=l)- 


* 


U 

[M] •. 


1.7 . 
.(N=l) 




5.1 
(N=3) 


Over 10 
Children ' 


3,4. 

. (N=2) 


* 




1.7 

(N=l) 


* 


3.4 

. .(N=2) 


None/no 
response 


47.5 • 
. (N=28) 


91.5 
{N=S4) 


93.2 
(N=55) 


78.0 ■ • 
(N=46) 


91.5 

.(N-=54) . 


47.5 •. 
r (N=28) 



To 



TABLE 5.20 




Niib^r of Children 
^. Tenninated 



Conditions of ^e.iinaticn 



2«t • A..' ■ Inability of Staff Entrance into Li of Programs 

n.J ' ' .^V ■ t^oiic ocnpol- to Deal With Ofhpr.WiVc. 



iiiffin,iH« r r n":---^-: toDealiith Other Sendee 
Dif iaflties Ine igible Special Class Handicap Pro™ 

iofCotai UfMw SofColM —umm . 





Total** 


100 . 


100 


.' 100 , 


100 

(N=59) 


txi 








•■ (N=59) 


1 

M 


1-5 Children 


1,7 
(N=l) 


'8,5 ■ 
(N=5) 


13.6 ' 
(N=8) 


5.1 ■ ■ 
' (N=3) 




6-10 Children , 


* 




5.1 
(N=3) 


* 




3ver.l0 












Children 


* 


1.7 

, (N=l) . 


11.9 ' 
(N=7) 


* 




fione/no . 












response . 


98.3 


89,8 


69.7 


' 94.9 








(N=53j 


(N=41) 


(N=56) ■ 



100 

(N=59) 

(N-10) 

1.7 
(N-i) 



W;th Center 
miinations 
of Coiumn 



100 



(N=59) 



/ 81.4 
(H8) 



15.3 



^'3.4 



S.l 



76.3 • 
(^=45) 



I 



The major reason for center- initiated termination of handicapped 
children was entrance into the public school system. Of the 59 sample 
programs, 8 (13.6%) indicated this occurred, for 1-5 children in their 
programs; 3 (5.1%) programs lost 6-10 ''children in this manner; and 7 ■ 
programs (11. 9%) reported that over 10 children left their programs to 
enter the public school system. Of secondary frequency,, children en-' 
tered other service programs and were thus terminated by Head Start. 

^erams, this reason was reported by 10 programs (16.9%) as 
involving 1-5 of their pupils/and one other program ,(1-7%) reported V 
6-10 children entering other service ^programs . In general, then, 
center-initiated terminatioii. did not result in a complete withdrawal 
of services, but rather was initiated basically as a means to -change 
or improve the services received by haridicapped children. Only one 
program (1.7%) indicated classroom management difficulties as the 
reason. for center- initi-ed termination and three programs discontinued 
children because their staffs were unable to deal with particular- 
handicaps. In both of these. cases, however, the numbers of children 
affected were small (l-S cases.) . 

Approximately three-quarters of the programs (76.3%) indicated, 
they conducted follow-up activities, in order to ensure continuity of 
service for the children who. left: their programs. The nature of' vhe 
follow-up activities was unspecified. Follow-up activities will be 
investigated more systematically durib'g the second phase ' of this 
study. 



- Summary of Findings 

\ ' . ■ ^ ■ - 

■V 



Head. Start' programs reported the use of some type 
• of ^outreach/recruitment activity to identify 
handicapped children, ■ but the sample handicapped 
children were predominantly enrolled as' a result - 
of the outreach/child find activities conducted 
for normal children. It appears that few Head 
Start programs used outreach/child find activities 
specifically targeted at handicapped children, buf 
rather identified handicapped children from the 
group of economically disadvantaged children they ' 
identified through normal procedures. 

Less than half of the Head Start programs indicated 
actual or potential conflict with -other agencies in 
efforts to enroll handicapped children. However, 
informal observations of field staff indicated that 
the problem may be more pervasive than it was re- " 
ported tO' be. 

. About one-^quartei- of the sample handicapped children 
were referred for Head Start enrollment by other 
community agencies, and about onerquarter of the 
Head Start programs referred handicapped children 
they were 'Unable to enroll to other programs in the 
community. 

Few Head Start programs imposed entrance requirements 
beyond the two established by the Administration for 
Chil^dren, Youth and Families Cage and income eligibility) . 
In about half of the programs, less than one percent of 
the programs* enrollments were comprised of handicapped 
children who were also, from above-income families. 
In a few programs, however (about 15%), half to ail of 
the programs' above-income openings were filled by 
handicapped children. 

AbQUt-pjie- third of the Head Start programs were unable to 
enroll all of the handicapped children they had identi- 
fied. Reasons were primarily lack of openings, but 
slightly less than half of the programs with ndh-enrolled 
handicapped children had been unable to enroll the chil- 
dren l?ecause they were from above-income families. A 
few.programs-vwere 'unable to enroll handicapped children for 
reasons related to a child's handicap. However, most of 
the programs that were unableto enroll handicapped chil- 
dren referred them to other programs/agencies in the 
community, primariay to the public schools or private 
■categorical p^ro^rams." . . 
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Non-Head Start programs did not often solely rely on 
•their/own outreach/ child find activities to identify 
and enroll handicapped children. About one-third of 

'the programs used a dual" approach: they depended on; 

referrals from other "Agencies a^d also conducted out- 
reach/recruitment activities . About one-quarter of 
the programs enrolled handicapped \hildren solely as 
a result of referrals. From these data, it. appears that 
non-Head Start programs primarily enrolled children who 
were referred to them because of their handicaps, where- 
as Head Start primarily Identified handicapped children 
for enrollment from the group of children they identified 
through normal recruitment procedures. 

Slightly more than half of the Head Start programs had 
experienced voluntary withdrawals of handicapped chil- 
dren, mostly involving small numbers .of children. The 
primary reason was that the family iiioved^ About one- 
quarter of the programs had themselves terminated 
handicapped children, mostly because th,e children entered 
the public school system or other programs of service . 
Finally, three-quarters of the. programs indicated that 
they conducted follow-up activities- foT the children who 
.left their program. 
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SCREENING SERVICES - 
- , - . _ ■ . . ■ . 

Screening, a process that identifies children with potential 
handicaps, is: the first step in a series of procedures that; Head Start 
programs utilize for the purpose of identifying, evaluating, and serv- 
ing children with special needs. Screening is provided to all : 
•Head Start children, although diagnostic services (consisting of 
confirmation of and a functional assessment related to the suspected 
handicap and recommendations for services) are delivered only to those 
children identified as "at risk" as a result of screening procedures.' 
This group includes( some, children that furthei- testing will reveal as 
functioning within normal limits and som? -hildren that further test-, 
ing will confirm as handicapped/ Screei ^, then, is the. process by 
which children who may have potential handicaps or problems are tar- 
geted for an in-depth diagnostic evaluation. However, screening re- 
sults are .not sufficient, in and of themselves, , to determine^^whether ; 
. a child should be labeled as handiqapped. . ■ 

. ■ As s t a ted in the He ad . Start Prog ram Pe r f ormance S tandardsi'^ each 
H^ad Start child shall be provided "... 'a ■thorough^ health screen-ing... 
Furthermore, this screening "... should be completed within 90 days 
Rafter the child is enro or entered into the program. . . ." 'The 

Standards go on to indicate several areas in which Head Start children, 
mus;t be screened, iijcluding vis io^^^ hearing ^ . speech and language, . . • ' 
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.OCD^HS^Headv St aTt Policy Manual , OCD Notice N- 3M64-4,-DHEW 
July : 1976;, completibii , of screening 
services is a- guideline and not a program requirement. 

• ■ • . 6.1 ; • - • 



physical coordination and development, intellectual development, and 
social/emotional development . ^ ^ , - 

. This chapter describes the screening services that were de- 
ceived by the 269 handicapped chi-ldren* included in the study sample. 
These services are compared to those generally received by .children 
in non-Head Start programs • The following screening-related questions 
are examined in the context of this chapteri^ : 

© How complete are the screening services provided ^by Head 
Start to the sample . andicapped children? In what areas 
were the sample children predominantly screened?^/ 

• Was complete screening provided to the sample H^ad Start 
children within 90 days of program entry, as suggested in 
the Head Start Progiram .Performance Guidelines? / 

\ ; _ . ■ ■ ■ - ■ . .a 

% Wlio provide^screening' services to the sample kead Start 
. children? With what agencies werie the* screeni^ng providers 
affiliated? Who paid for screening services ?y 

• What techniques were used to screen the sample Kead Start 
children in each screening area? y. 

• How frequently did screening^ results indicate potential 
handicaps, including secondary handicaps, for the sample 
Head Start children? Did screening results indicate poten- 
tial handicaps in the areas in which the sample children 
were later determined to be primarily hanciicapped? 

— • How mkny of the sample -Head Start childr'en were confirmed 
as handicapped in .the areas in which screening results in- 
: dicatedpbtential handicaps? . ^ • 

What type of screening services did the non-Head Start pro- 
grams typically provide to hai^dicappe^d-^children?. What prof es 
sionals were used to provide screeninjg services? With what 
agencies we re <they affiliated? 

■ • What types of tecliniques did non-Hekd Start programs use to 
conduct sc^reening in each of the six developmental areas? 



i^All Head Start data are child-specific and all non-Head Start data 
are prpgramrspecific. ... 



How do the -screening procedures typically used by the n6n- 
Head Start programs' compare to the screening services re- 
ceived by the sample o£ Head Start handicapped chUdren? 

, It is also important to note the types o£ screening issues not 
considerea in. this report. Since- the screening services received by 
a, group of children who were identified as handicapped were examined. 
It is outside of the scope of the study to describe the types of - 
screening services or the efficiency of screening provided to all Head 
Start children -handicapped and non-handicapped alike, ^ta only 
permit an investigation of whether the appropriate sequence of screen- 
ing Jind diagnostic services were provided to this group'of children, 
given that, the children were identified as handicapped. A direct ' - 
determination of the quality or validity of screening, and diagnostic 
procedures used in Head Start was beyond the scope of the study as 
well. ■■ • . • . ■.. ■ 

Head Start Screening Services 
Completeness of /Screening Services " 

According to the Head Start Program Performance Standards, all 
Head St^rt children should be screened in each of the six previously- 
mentioned developmental areas. A child who is screened in each of 
these six -reas through regular program screening procedures was con- 
sidered to uave received complete screening service s. Screening in 
any. additional areas- and/or more in-depth screening in any of the six 
previously-mentioned regular areas cqnstitutes a dditional screening . 
Some children may receive the regular screening services in fewer than 
the.six basic areas . these, children are considered to have received 
part ial screening services . Finally,: a child who is screened in fewer 

1/ . — - — ^— ... . ■■ .. ■ 

~ T*^®^^^.:^^Afards , however , do not contain a dear statement of scrPPn- 
' iJS ^«<l"i^e'"fnts for ascertaining pbtentlai handicap? ?^ ar els 

other - than those that are heal th^r elated. , The^ difculsion of health ' 
, ^andards covers vision and hearing screening and phylical devefoJ 
-ri^nt , while the other three areas Ire mentioned in "the sectio^ Jf^ 
•the .program standards related to mental health bbjectives ^. > 
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tHan the six standard areas but who also receives additional screen- 
ing is considered to have received partial plus additioi^al- screening . 
Keeping these definitions in mind, Table, 6.1 presents the number o£ 
■ children who received each o£ the four configurations of screening 
services, according, to staff report. 

Program staff indicated that 49 of the handicapped children in 
the study sample (18.2%) received complete screening services as 
specified under Head Start Performance Standards, and an additional 
87 children (32.3%) received complete screening services plus addi- 
tional screening^i./ ThvLi , - a.c.c.oJidlnQ to itaH Azpo^ts, a total 
So .S .peA.ce.nt oi the ka.ndlc.a.pped cliA.ldA.e.n In tke & ample n.e.celvzd com- 
ple.tz &c.fLeenlnQ &eK\jlce& ai ipecl^lzd by the. Pe^io/imance Standa/id^ . 
Partial screening or partial plus additional screening was re orted 
for 11 8 children (43.8%) and no screening services were, reported-^ . 
for 15 children (5.6%). " 

Data were also ^examined concerning the proportion of children who 
Were screened in each of the six specified areas (see Table 6.2). ' 
V^lon and fiea^^ng we/ie the afizai In ijohA,ch dhlldtien we^e mo6t jj/ie- 
qixdntly ^cAeene-d U4.4 and S7.Q% Jie^peatlvely] , while the ievoe^t 
niimbzH. oi chlldn.en laefiz 6cA.eened In the afiea& oi Intellectual develop- - 
ment and social/ emotional, development {70.1 and 68.0%, fieipectlvely) . 
The relatively lower proportion of children screened for, intellectual 
.and social/emotional problems may be due to the fact that the screening 

tr — : — . . ' . . ■ 

^ .This "distribution .Varies by progTaiir'IocaTiW~^'(^ 

Appendix A) ; 5 7.1 percent of the_ children who received complete ■ 
screening were e^rblled in rural programs and 32.9 percent of the' 
children who received complete plus additional screening were en-: 
rolled in rural programs. Thus, rural programs reported the use of 
: more complete, screening procedures than urban programs . 

— This figure incliides children'', who were not screened as well as 

.children for whom the scrisening services were not reported or 
. recordisd.. 



TABLE. 6.1 



Completeness of Screening. Services Provided to the 
Head Start Sample Children 



Complsteness of Screening % of Total 

No screening services reported 5.6 

■ V CN=15)- 

Complete screening as specified under Head 

Start Performance Standards , I8.2 

\ ' . (N=49) 

Complete screening as specified under Head 

Start Performance. Standards plus additional 32 3 

screening services , ' (N=87) 

Partial screening 24 5 

^. \ ,0 • (N=66> 

Partial screening plus some ' ' IQ 3 

additional screening '(N=52) 



Total** 



100 

CN=269) 



TABLE 6 . 2 



ProportionX of Sample Children Screened in Each 
\ Screening Area 



Area Screening 



■V 



% of Total-^ 



Vision . \ 


84.4" 






CN= 


:227) 


Hearing 


.87.0 






(N= 


= 234) 


Physical Coordination and Development 


76.2 






CN= 


= 201) 


Speech and Language 


7^6.6 






CN= 


= 206) 


Intellectual Development 


70.1 






. CN= 


=191) 


Social/Emotional Development 


68.0 




CN= 


=183) 



— A total percentage was not computed since children -could 
be screened in more than one area. Percentages are based 
on the sample of children CN=269) . 
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requirements for these areas are^ not clearly defined in the Head 
^ Start Performance Standards (see f.n., p. 6.3). ■ 

. Time of Screening Completion 

In order for children to^receive services appropriate to their 
special needs during the program year, the children with special needs 
must be Identified (i.e. ,. screened and diagnosed) early in the program 
year. The Performance Guidelines .suggest that screening should be - com- 
pleted within 90 days, or three months, of program entry.. This guide- 
line was, of -course, met for those children who were screened prior 
- to program entry (24.9%; see Table 6.^3)... For those children who were ' 
-screened following enrollment (N=172), Table 6.4 presents the distri- 
bution of the study sample by the-latest month in which^screening was 
conducted.-/^. Screening for 109 of these 172 children (63.4%) was con- 
ducted prior to January-,, or within three months of program entry (81% 
of the sample children were enrolled by the end of September and an 
additiQjial 9.5%, or a total of 90.3%, were enrolled by the end of 
October). Screening for 31 cfhildren (18.0%) was conducted between 
January apd May, and the date of the latest screening was not specified 
for 32 Children. (18.6%) . Tk<,Kzio^z, InclucUvis tho^z cUld^zn^^^ka 
6c^zznzd ^KloK to zn^ollmznt, moit at thz^ampU cklld^izn (55.41) kz- 
cz^zdrat 12.0., t partial ^.c^^^^nlng ^Itkln th^^^ month, d p^tog^am zyvV.y 
■-A-n accoKdanaz with tkz galdzllnz, ■ Incladzd In -tkz VzHo^mancz Standard, 
.:, Table 6.5 provides^^imilar data for those children who- received ' 
^ ^"'"P'^^ screening services .--S^lmost_a]j^^t1f^^ received 
compile screening services were-sHrWed . prior to January (69 or 
86. 5%), or within three months of program entry ,.-. T ha, , , c^z^ning «;a4 
cLondixctzd zcKJUzK In thz p^og^am yza^. ioK chlld^zn who n.z<,zlvzd 'com- 
Pl^tz^c^izznlng ,<,^^lc.z6 than <fo^ chlldKzn ^ho A.zaUuzd- partial 6 cAzzn- 
/Ing 6ZA.vlcz6. - 

Table 6.6 indicates the. month of completion of regular screening 
for each, screening- area./ This table considers only those children for 
whom screening was completed following enrollment. In five of the six 

J7 — — '-—^ — ■ 

" tII!!® ^^^^ include children who did not receive complete screening 



TABLE 6 . " 



completion of Screening ' Prior to/After 
Enrollment in Head Start 


When Screening.is Completed 


1 of Total 


No. screening services reported 


10.4 

CN=28) 


Prior to enrollment 


24.9 

CN=670 


After enr61;iment 


63.9 

CN=172) ' 


Initiated prior to enr.ol.lment 
arid completed after enrollment 


■ O.'?' 
CN=2) 


Total** ^ 


■ 100 i 
CN=269) 



~ InclQdes* IS children for whom no screening services were 
provided and 13 children referred to Head Start becaus'e of 
identified handicaps but for .whom Head Start staff had no 
knowledge of screening services these' children may.have 
received.- 



TABLE 6,4 



' Latest M<||ith Screening Conducted After 

— : : ■ 


Enrollment—^ " 




Month Screening Completed 


% of Total 




August, 1976 


1.7 






CN=3) 




September, 1976 


5.2 




- /' ■ • ■ 


CN=9) • 




October, 1976 


18. 0 
CN=31) 




j November, 1976 


20.9 

CN=36) 




December, 1976 


17-. 4 
(N=30) 




January, 1977 


3.5 

CN=6) 




February, 197 7 • 


9.9 

(N=17) 




1 ..March, 1977 1 - 

■\ 1 ■ ' • . 

■■ . ' •. ■ . ■ ■■"-■^ 


1.7 

CN=3). 




April , 1977 K 


0-0, 




^ May ,_ 1977 V ' l " : . ■ ' : ' 


7 Q 






' CN=5r 




Not Specified 1^ 


18.6 






. (N=32) 




~r — ^ ; \ — ^ ^ 

Total^* 


100** 

CN=i72) 





Includes only children for whom screening services were, conducted 
after their date of enrollment CN=172) . These data reflect the 
latest date screening was reported for' sample children. These data, 
^i^.^.^fwe, also include the . latest date of screening for children 
Who dia not receive complete screening in accordance with Head Start 
Performance Standards. • 



2/ 



- These children had received complete screening services-, but the 



aate of screening completion was not .repor^ted. . 

6.9 



TABLE 6.5, 



Month of Screening Completion for Children 
Who Received Complete Screening After Enrollment 



1/ 



Month Screening Completed 



% of Tota.{ 



7' 



Prior to August, 1976 
August^ - October, 1976 
November, 1976 - January, 1977^ 
February - April, 1977 
After April, 1977 



14.7/ ^ 

27/4 

44.2 

- CN=42) ■ 

9.5, 
CN=93 

4.2 



'■J 



Total' 



100,0 

CN=95) 



r-'^Does n include 41 children whp received complete screening 
: vServices th in paT/l:, provided by agencies, other than 

Head Start (and not coordinated with the Hea4 Start screening 
process). , 



TABLE •6.6 



Month 
Sweeiuirj 
Cbiiiplete 



Total** 



Prior to . 
August, 1976 

August - 
October, 1976' 

November, 19,76- 
January, 1977 

February • 
April, 1977 

After 

April; 1977 

Not Specified/ 
Not Screened 



Month of. Completion of Regular Screening^V. Screening Area-" 



4 of' Column 



Regular Screening Area ,; 

Physical ■ ■ ■ a • 

H».r,'n. Coordination ■ Speech and Intellectual SliMal 

1,,™ ' tewlopient ZJZmt 

UiMm \ of Coin., . , VofMm 1 of Mm 1 of cSn 



inn > ' 
■(I^"172) 


inn 

100 

. (N'l)2) 


100 

. (N=172) 


• • 100 

(N=172) 


100 

(N»172) 


100 

(N=172) 


12.2' 
(N«21) 


IS.l 

• (N=26) 


is.r 

,(N»26) 


15.) 
i\ (N-26) ■ 


. 12.8 
(N»22) 


12.8 

■ I (N=22)^ 


39.0 
(N-67) 


33.,8 


34.3 
(N»59) 


40.7 
(K«70j: 


. 40.7 
(N=70) 


36.0 ' 
(N»62) , 


26.2/ 


.38.4 
[Mt] ■ 


, 29,1 
(N-SO) 


23.2 
^ ' , (NMO) 


19.2 
, (N'33) 


18.0 ■ 
(N'31l, 


9.9 

(N«i7)- 


1.7 " 

• .Mi ; 


2i9 . 
(N»5)„ 


1.2 

. ..(N-2)-. , 


1.8 
. . (N»3) 


S.'8 
. (N-IO) 




o.r . 


■ '0.6 ■ 

iki) 


.1.7 ■ 
' >3) . 


1.8 


(N-l) , 




l'.7 
(N«-3) 


12.2 
(N"21) > 


'.'lO.S P 
: (N-18) 

L 


\ 18.0- '■: 
\ (N-31) ■ 


: i'8.o' 

, '(N«31) 


23.8 . 
. (N-41) 


25.6 
(N-44), 



- IncMiiig only .sample children for whom; screening was 'completed after enrollment (N-17,2j 



jERlCv.--:/:;:.': 
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aireas Cexcluding hearing), screening was predominantly completed be- . •■ 
tween August , and -October" (ranging/ from 34.3 to 40. 7% of- the cases)-, " J 
and was secondarily completed between November and January (between- 
18.0 and 29,11) ; in hearing, the order is reversed; hearing screen-- 
. ing. was. predominantly completed between November aiid January , (38 . 4%) ' 
and secondarily completed between August and October. (33.8%). The- 
i -5®-^^^^^®^^'-^^^®^ ^^'"^ °^ completion of hearing screening may be due ' ' 
to the need, for special equipment and difficulty iri obtaining/scheduling 
the required equipment or services of specialists. ' = 

In ^umma^if , 6cA.zznlng 6zA.vic.z6 ioA. mo^t'o^ thz ^ chlldfizn In tkz ' % 
Atady 4>a.mplz wzkz conduttzd ^pA-ton to znA.ollmznt -OA. volthln th^zz montfuM 
oi pK0Qfia.m znViy, in ac.coA.dancz with thz Hzad StcLA.t PA.ogA.cLm Pe^,Jo^mitrtcfe| 
. $tUdzUnz6 1176, 0^ 6S.0%) . HowzvzK, complztz 6Q.A.zzntna o^a.A j.o^i..i-oA 
ioA. onlif 5 0 .pzA.cznt oi thz zntlA.z 4>amplz. 

.Professio nal Providers Used for Screening Services 

For most of the screening areas , screening was mos t freq'laently ' . -'| 
^rcc>nducted..by a specialist trained in that are ai'^ (see Table 6.7)V I 
yisibn;;screening , for example , was; onos^t often conducted by :i public ' I 
health -nurse (20.4%) or. a medical professional (14vS%). An audiologiVtl 
■ or speech therapist was most frequently used f or ; hearing screening . ;1 
(35. 7%) .^ ^ FOT physical ebb the,,iiiost f ^equentlp 

V tis ed. s creerife r s me di c al p ro f ^5 s ional s- ( 29 . 4 % ) / o f ad: S t ar t js^t af f : ! f 

:: XJl?i (35).^. Speech- tK^^^ audidlogists mpsV frequently^ conducted 4. 

.^|)edch a^ . ^Finally^ however. Head Start ■ 

^ s^taff were most f re areas of 

P^^^ lectual -devel opmen t and . so cia 1/emot ional de ve lopment ( 45 . 4 and 
40.9%, respectively ).i/ The pattern of providers used for additional 
screening is much the same (see Table A6 . 2, Appendix A) except that 



I 



'■41 



-- A.specian^^ have been on the Head Start staff in which, case he/ 

category rather than 

as "Hesri c-f-a-F-P «» . / . ° . . 



as "Head Start, staff.'' , 
— '^Observationi te.(!:hniques ail 



Obseryationi^te.ehniques aAd. diagnosis tests, Which' can be administ- 
.ered;by ^.e ad Start staff who are trained to do so, were frequently 
•..used to screen 'in these areas. ■ 



6.1 



U3 



TABLE 6.7 • 



Screeninii Area . 

'Total** 



Not 

•Rciiortcd 



Typ e of Service Provide. Who Performed Regu lar Screening in Each Screening Area 

Pediatriciun/ ^-^^^ — — 

Other ; nam 

Licensed Speech' ■ *' , 

Psychologist/ Hedical ' T erapist/ .f." J"^""*' social ! J 

IJlto li)ij!oij_ . Uyjo, ^ J rby Row t by Kow; 



Vision 



"Physical ' 
Coordination 
and , . 
BevelopBent " 

Sp'flecli and 
lianguage ". , 

•Intellcctuai 
pMclopient 



Deyelopncrit! 



100 15..6 
(H'26?) ' (N'42) 

100 13.0 
•(N»269) ms] 

m- . 23.8 
■ (N'269) (N-66) 



100 ; lU 

(H«26D) (H.6J) 

100, 29.9 
■ (N-269) „(N'7B) 

100 \ ji.o 

: ,, (N-26!)) (N.86) 



'I'fcrdis^ Head Start \ ■ 
ciplinary , Staff V ■ 

[wi. Tcadicr • 'uihe\ 



0.4 
(N-1) 


H.S 
{N'39) 


'•2,6 ■ 

m 


.9.7 ' 
(N"2fi) 


, * ■ 


, R.6' 
(N-23) 


35.7 
,(N^96) 


7,8 
(N»21) 


1.9 

(N.5) ■ 

> 


29.4 ' ., 
(N"7P) 


. 1.9 ■ ' 
• (N'5) 


0.4 
(N'l) 


2.6 


5.6 

(M'a9) 


33,1 

■' (N-89j, . 


1.1 
(N'3) 


7.4. 

fN'20) • 


•(N-IO) , 


■ 3.3 . ■ 
■ (N'9) 


k 


9,3 • 
(N-25) 


(N'9) ,. 


2.6 

\m . 


' ' i ■ 



0.4 20,4 ■ 
(N'l) .(N»55) 

* 15.2 ' 
(HI) 

■ ■ ' (N-IS) 



0,4 
(N-1) 

•1.1 

my 



(N"6) 
2.2 

:(N'6) 

m 



..2,6 
(N«7) 

' 4,8 ■ 
(N«13) 

11.5 
{N«3l) 



8.9 . 
(N-24) 

5.2 

■' (N'14) 

'4.8 
(N'13) 



6.7 

: (N=18) 



19.0 
(N«51) 



19.3 ,: 

,(N»52) 

45.4 
(N«122) 

: (N'lIO) 



27.1 
(N»7 

13.0 
(N-3 

6.7 

, ■ (N»l 



.3.7 ; 
■ (N«li 

: 3. J 



. J.3.V- 
(N^9) 



lERIC 
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. psychologists or psychiatrists are the prima.ry\^roviders. of additional 
screening' in intellectual development and socialXemotibnal deyelopment/- 
(5.2 and 7.8%, respectively, of the total sample ^d 31.1 and 47.7%, - 

' respectively, 'of^J^-ildreJ 'who received., additional sVeenlng in the * 
areMl . . Fur the p iofe , mos^ , Q f-the agencies or profeskonals who were 

• chosen /for .|)rovisioh. , of screening ser^icrs" w^ because th^y : 

were regularly used as part of the prbgrairi's established screening / . ■ 

- network \see. Table 6.8) as. opposed, for example, to selecVion for a " .i 
particular child. ,^^^t l6 appafiznt thzn, that, on a. A.zgulaA\&6tab- 
lUkzd b(Ul^^ tkz ' Htzad. StaJLt pfiog^oimi '^.tadlzid ' oLfio: pitzn u.tlJb^.zA.nQ 
tkz 6(LKvlc(L6 oi pH.oiz66lona.l6 tJialnzd In a^^^ A.&l&vant to 't^ 
6CA.&e.n4.ng aJLe.a6 ioA. a la^ige. pofitlon oi thzlfi 6cAe.znlng 6z/i\}lcz6, even / 
whzn th.(L6z pfL6iz66lonal6 havz to be. brought In iitom othzn. ag&ncle.6. 
Agency Affiliation of Service Providers 

The Indlvldaal^ wko p^0V4.de.d 6cA.e.iinZng ' 6zA.vZc.e.6 to Hzad Sta^t 
ka.ndXc.app&d ckXldULzn wzM.e. mo&t 'iKiqazntiy . zmployzd by. H \ 
•Tegardless of screening area; (see Table 6.9) , The second most : ■ 
/ frequent- agency affiliation of .sc^^eening provide.ys varies by screen- ', 
ing area. . Professionals affiliated with public or^. s health 
depa:3:tme:Ats provided vis ion and hearing screening for 19.0 arid 'l 9 .3 ' 
percent of the sample children^ respectively . In the areas of physicalj 
coord inart ion and development and speech and language, private practi- "l 
tioners or. consul tants provided screening to 14.9 and 12.6 percent . l -J 
oi* the sample, respectively. As Table 6.10 i'ndicates, private [A 
practitioners/consultants, hospitals, or public school systems were J 
most .frequently used for provision of additional screening service-s. fl 
It is very noteworthy^though, that prov3,ders affiliated with'public ;, Jj 

' : ■ ^ " ■ : . ■ ■ ■ '■ .-; ■ ■ ■ ■ . ' ' ■ . 
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- This group includes Head Start Staff without a Specialty area (i.e. ,, 
regular teachers, aides) as well as specialists (i.e. , audiologists , Sf] 
psychologists) on the H^ad Start staff. - . 
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TABLE 6.8 



Reason for llgc of Ai^encics/Profcssionals for ReguIai'ScrccDinj! Services by Screening Area 



»Screeiji|ijj j\rca 



Not 



Least 

lixpensive Best • Only 



.Afency Used for hq c|,oice 

Part of This Particular jn 

listablishtid , Child-ocrediiiii);. HPtter 

Screening . Not Generally Child Was- 



Total** 
\ of Row 



Vision 
Hearing 



Physical 
Coordination >. 
and nevelopnent 

Speech. and ' 
•Languagts 

Intellectual 
Developnent 

Social ' 
Eiotional 
Deyolopnent 



100 ■ 15,6 .8.6. 9.7 

(N»269) {n'{2)\ {N«23) (N«26), 

100 13.4 6.3 14,5 

(N"269)' (N'36) (N«27) {f!»39). 

100 23.fl . r.i 14,9 

(N'26!l) (N"64) (N»21) (N'tO) 

100/ • 23,8 S.9 J3,8 

(N'269) ■(N'64) CN-15^ '(N-37) 

100' • 29.7, 7.8 11. S' 

(N'269) '(N'SO) (N-21) ^CN-31) 

100 31.2 5.9 ' ilij4 ' 

(N*269) (N'84) ' {N.16) • (W'H) 



. 6.3 
(N'l7) 

5,9 
3.7 

(N'lO) 

7.4. 
:(N'20) 

5,2 . 
. (NM4) 

5.2 ' 
(N-14) 



Which Projiraiii 
is Associatcil 
\ of Row 


Head Start 
Enrol Ices 
i of Kow 


Prior to 
Referral 


, Other 
1 of Row 


56.9 


0,7 


1.9' 


D.4 


(N»153) 


(N'2) 


(N-5) • 


(N'l) 


54.6 


1.1 


3.7 


' 0.4 


, (N"147) 


(N»3) 


(N'lO) 


m) 


39.8 


2.6 


5.6 " 


1;9 


(N^IO?) 


. ■;(N'7) 


. (N-IS) 


(N'5) 



43.1 , . 


, 1.9 


3.0 ■ 


1.1 


. (H-llfi) 


■m) 


■ (N'8) ..- 


(N-3) 


39.4 


2.6 ' 


2.6 


' l.l 


(N-ioe) 




• ,(N'7) 


(N»3). 


42.0 i • 


1.5 


' 1.9 ■ 


1.9 


{N»H3) 






(N-5) 



1 



TABLE 6.9 



\ 



Agencies That Provided Regular Screening Seryices to Head Start by Screening Area 



Screen inr Area 



Total" 
i < \ of Ron 



Not 

Reported 
\ of M 



Private 
Practitioner/ 

Consultant Hospital 

j of i^ow . \ of Rom 



Agency , . ■ 
Public ' . 

or State Social. Public Eastor University 

liealth t Services Scliool Seal Affiliated 

Department . Department Systea Agency Pad lilies 

l2ii2L < of ' UfRow VofRcM I of Row 



Head - 
OtIioT ' Start 
\ of Row 1 of (low 



100 

(N'269) 


16.0 


.8.2 


. mi) 


(N'22) 


100 


'l3.0 , 


6.? ■ 


(N-269) 


. M 


(N»1B) 


1.00 \, 


23,0 


1^.9 


• ;(N'269).. 


(N«62) 


. (H'40) 



Vision . 
Hearing 



Physical 
Coordination 

ncveiopcnt.; 



Speech and. : lOO' jj.f ij.'j '\ 

fhteilcctujl^ 100 29.0 ■ iX 

Bevclo^^^^^^^ , , (/j.26?)' : (M«7J) . ' .(H.ll) 

soci»r/; v;. loov ,, V 3o.'j: . s.s 

hotipnai . , (N«269) - [Ml) mi] 
Developncnt • : ; * 



i.S 


19.0 

(N"51). 


0.7 
(N"2) 


7.1 

(NM9) 


\ 


1,9 
(N-5) 


10.8 
(N'29), 


54.9 . 
, (N"94) 


1.9 
IN»5) 


19.3 
(N-52) 


i.r 

, (N-3) 


lO.O 
(N'27) . 


ft 


11.5 . 
(N'31) . ; 


M.l 

• (N'3E) 


20.8 •■ 
fN'56) 


i.i ■ 

(N'.ll). 


. 10.0 
{Ml] 


0.7 ' 


1.5 


ft 


3.0 ■ 
(N'8), 


11.5 
(N«3l) 


31.2 

■",(N«84) 


3.3 ■. • 
{M) 


. 11- 
. (N-8) : 


/ 

1 

0.7 
■ . (H) 


(N"20) 


1,5 : 

(N) 


10.0 
(N'27) 


]J.8 
(N.37)' 


23.8 ^ ' 
(N-64)- 


1.1 
(ll'3) 


■'3.0,, 


* 


2.2 

. (N-6) 


t 


1.5 


U.9 
, -{N-32) 


47.2 
(N'127) 

4 


1.1 
(N'2) 


3,3 ■ 
■ (N»9) 


0.1 


. i;i ^ 

; (N"3) 




1.5 


8.6 
(N.23) 


47.6: 
, {N-128) 



TABLE 6.10 



. Private ■ ^'^l''^ 

T,,*. Practitioner/- ,r f'^ ''"'''Jc Easter Universit)' . 

° ' ^ Coimilta ' .iiosnitai f^'^ ?cl,ool Seal Affiliate! ; 

_liO£L_.Uy2^_^ • . {- U 1^. epar jent ystej j,e„cy Facilities other f 



Vision , ,00 

; -^^'^'^ % m % ' 'iJ, - 1.1 1, 

. ^''"'^ i^'") ■ m 'L. V .o-'- 

.".ysicai ,00 8M w ""'-^ ^"'^^ (N=2) 

Development , ., ' ' '^'^^ ■ ■ ("=11) (N=9) 

Speech' and 100 72 5 ■ i c 

, ^ (N-11) (N-iS) (N=i6) 

lnteUectual . iOO . b3 6 ' " i 1 ~ 

Ocvelopmciit (N^ZfiS) (n=2251 ilv V ' * ■ xi 

Social/ jflo ' 840 m ' '"'^"^ ^"'"^ ' C'S) 
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school §.ystems are very infrequently used for regular screening 
services Xfrom 1/1% to 10.0I-, depending on the screening area). 
Funding Sources 

Regardless of screening area, s^r-eening services were usually 
funded by Head Start Basic or Supplemental Grants for about 50 per- 
cent of the children, depending on the screening area (see Table 6.11 
State or public school monies were a secondary source of funding for 
screening.-/ However, Head Start staff did not know oi* did not re- 
port the funding source for screening services for up to 33.1 per- 
cent of the sample children, depending on the screening area. It is 
therefore difficult to accurately describe funding sources with such 
a large "no response" category.—'' 

Techniques Used for Screening 

Table A6.3 -A6.14 (see Appendix A) outline the techniques used 
for regular and additional screening in each screening area. Since 
mpst children did not receive additional screening (between 74.0 and 
87.7%), only the predominantly- used techniques for regular screening 
o£. sample children will be summarized below: 

• ■ For vision, the Snellen Picture Chart and the Titmus were" 

mos.t frequently used (43.9 and 10 .8% , "respectively) . 

• An unspecified audiometric exam was the most frequently • 

. used .technique for hearing screening (43.5%). This cate- 

. gory encompasses a variety of techniques that are used in 

conjunction with audiometric. equipment, (e.g., pure : tone ■ 
- -sweep, air and/or bone conduction, etc/^ 

• In the , area of ptiysical coordination andXdevelopment , a 
physical exam or the Denver' DevelopmentalXscreening Test 
wereVmost frequently used (29.0 and 13 . 4% ,\respectively) . 

• • An unspecified formal (standardized) test. was most fre- 
quently used' for purposes of speech and language . screening 
' ' (24.21) although the Peabody Picture Vocabulary Test, ob- 

servation techniques, and locally designed assessments were 



-It is not known if State funds included Medicaid monies. \ 

- Although the large "no r-e^poitse^ category to the question. cortcern- 
. mg sources of funds- for screening services makes conclusions V 
tenuous, it is interesting to note that EPSDT was infrequently Ven- 
tioned in this regard C^ee Table 6 .11) . ^ 



\ 

\ 

\ 



TABLE 6.11 



rundin^j Sources for RcKular Screening by Screening Area 



Screening Area 



Funding Source 



Vision 



Kcari ng 



Physical 
Coordination 
and ■ Development 

*Speetli and 
Language 



'■Intel lectual 
Development 



Total** 
t of Row 



100 

(N«269) 

100 

(N-269) 



.100 

(N 269) 

100 

(N«269) 



n^s,^ <ir . Head Start Joint Funding 1/ 

B::?c'^rlnt (P^ner^' ^yr' state 
f ^ic urant (P. A. 26) other agency) Schools Fupds 



Sbclal/Omot ional lOO 
Development (N-269) 



43.9 

(N-n8) 



24.5 
(N-66) 

47.6 

(N-128) 

42.0 

(N-113) 



24.2 - 
(N»6S) 

7.4 

(N-20) • 

12^3 /■■ 
(N.33) 



1.5^ 

i:i 

(N-3) 

0.7 
(l*-2} 



1/ 



7.8 
^ (N-21} 

2,2 
(N-6) 

2.6 • 



8.6 

(N-13) 

' 3. 7 

* (N-IO) 



8.9 
(N«24) 

6.3 
(N-17) 

5.6 
(N-IS) 



- Does "not inclmie lldn.l Start/BI-II .Joint Fundine 
U 



includes .lead Sta rt/BBH Joint Fending, EPSDT, and other Education for the llandicapppd Act 



No 

Response 
^ of Row 




24.5 
(N-66) 

30.5 
(N-82) 

33 1 
(N-89) 



Funds 
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also used with.some regularity C8.2, 11.9, and 8.2% 
spectively) . 

-•. A diversity of techniques were used for screening in in- 
tellectual development, including the Denver Developmental 
Screening Test, the Learning Accomplishment Profile, other 
formal (standardized) tests, and locally d-signed assess- 
ments C14.1, 12.6, 11.5, and 14.5%, respec vely) . 

• Again,, no one technique was predominantly used for social/ 
. emotional development screening, although frequently used 
techniques include observation, the Denver Developmental - 
Screening Test, locally designed assessments, and the Learn- 
, mg Accomplishment Profile (17.1, 13,0, 11.5, and 9.3%, re- 
. ■ spectively). . : 

Identification of Potential Handicaps / / ■ -' 

Tabled. 12 indicates the proportion of sample children for whom 
screening indicated a potential handicap in each screening area by. 
primary handicapping, condition. The areas enclosed in boxes indicate 
the relevant screening areaCs) for each primary handicapping condition 
. For"- examplje, vision is the relevant Screening area for children who 
were classlif ied as visually, impaired. Mo/^t of the. (LUZd^e,n Mho wz/t.t 
cZ(U/,Z^le:d Znto a. gZvzn handZcappZng ccLttQon.y toe^e ld(LYitliZzd cl6 
potzntlal^y kandZca.ppe.d Zn the. Wzlzvant 6cAe.e.nZhg a^ea (ranging from 
71^. 0% to ^3.3%, depending -oh the handicapping condition/screening 
area)-. The table, also indicates that for children in any of the 
handicapping conditions,, scresening results often suggested potential 
handicaps ; in other • secondary,,,areas , as well. 

. Theoretically, within each handicapping condition, screening 
■-results ^sh'ould have indicated a potential handicap .in the relevant 
area for 100 percent of the children, classified as handicapped.. In 
reality, potential handicaps in the relevant developmental areas 
were indicated for 71.0 to 33.3 percent of the children in a given 
handicap pategory. The other 7 to 30 percent of the children in « 
a given handicapping condition were identified as handicapped with- 
out having been screened in fthe appropriate area "or else their 



TABLE 6,12 



Are., .here Scro^ing Mic».J a Po„„,u, ||„„, |i,,p-,, lu.jic.p ni., 

' . Screening Areas 



tbrxlicopping 
. Condition 



■ Visually Iiq>aired 
BlinJ 

Hearing Impaired 
Deaf; . 

Physically Ibndicappcd 
Spcccli Iiqiaircd 

jlieaUh/DcyclopBientally 
Iwpaired 

Hentally RetardeJ 
Ixaxnini Disabled 
iS^tioriaUy Disturbed 



Physical Cobr- . ' sjxjechand Social/ 

Tntfli«* iM,i uinatiojiand Intellectual iMmatz tjnotional 

^ 'Si m^ ,»i Sir 



(N«6) 



95.3- 


' 6.7 
(N-1) 


• 20.0 
(N>3)^ 


'■ 20.0 
(N-3) 


83.3 V 


16.7 . 
(H) 


'33.3 


16.7 
' (N=l) 


4.8' 
(N-1) 


90.S 
(N-19) 


23.8 


19.0 


* 


* ■ 


i 





(N-37) 


18.9 - 
- (N«7), 


5.4 
(N-2) 


73.0 
"(N-27) 




18.9 

m 


(N"S9) 


3.4 ■ 
(N»2) 


6.B • '. 
(N-4) 


13.6 
(N«8) 


• > 


11.2 


(M«30) 


lO.fl- 
(N«3) 


, 16.8 
(N-S) 


80.0 




30.0 
(N-9) 


(N-35) 


' 8.6 
(N-3) 


14.3 

(N=S) . 


51.4 
(N»18) 




77.4 
(N-24) 


(N-31) 


9.7 
(N«3) 


12.9 

m) 


45.2 
[Mi) 

1 




71.0 
(N-22) 


(N»33) 


9.1 
(N«3) 


18.2 
(N«6) 


15.2 




30.3 
(N'lO) 



13.3 
(N-2) 

- 33.3 
(N-2) 

42.8 
{N=9) 

100.0 

37.8 

■ .(NM4) 



93.2 
(H»55) 



40.0; 
(N-i2) 

57.1 
(N«20) 

64. S' 
(N»20) 

33.3 

(m 



20.0 
(N-3) 

33.3 
(N«2) 

19.0 
(N-4) 



18.9 
(N-7) 

■ 1S.2 
(N'9) 

30.0 



28.6 
(N-10) 



S4.8 : 

•(N«17) 



90.9 
(N-30) 




screening results did not l:,dicate a potential handicap in that area 
^ However this finding does not i.pl, that this: group^" chiwl 
receivea substandard screening services. Some children were diag- 
nosed as handicapped pr\or to program entry and, in these cases the 
program staff may have elected to o.lt screening in the diagnos;d 
areas for these children - in which case, the children may still ' 
have been appropriately classified. Screening may also have been 
considered to have been an unnecessary step -for children who are 
obviously, visibly handicapped and these children may have been 
dire ti, , j„ diagnostic services.. For example. Head Start' ■ 

staff can immediately determine that a child with an artificial limb 
will have problems with physical coordination without waiting for 
screening results, and that -child can be Immediately referred for a 
functional assessment in that area. . 

Relationship Between Scre ening and Conf irmationi ^ 

•area f indicates a potential handicap in a developmental 

area, children should be referred to appropriate specialists for more 
extensive evaluation. Frequently children may manifest potential 
handicaps in more than one developmental area,!/ and, if this 1. the 
case they should be evaluated in each of the suspect areas. A child 
should on y be identified as handicapped in a given area if his/her 
handicap is c'onf armed by a professional diagnostician.. ' ' 

c»., ^f\".«:lf the frequency with which potential handi- 

caps identified through screening were diagnosed as confirmed handi- 
caps.^ In^imo^i 7» pe^ceni a« «.4ance. oi idzntiiicatic. d a. 
pot^nt.al kandlaap. cW£*.e„ ;tece^.ed con(.V..cuUon d a kancUc.p 



-J^J^ iS^^^^l L-Lr- tLT-7d-?--tai-- 

- "ea^;nj|ech^-^^"!ai-a1r^s^\^i^|? L^^Lg^!^^'-""-- ^ 
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TABLE 6.13. 



Cases In IVliich .Suspected Handicaps Were . Confirmed 



Screening Area 



Number of Cases in which 
Screening Indicated - 
Potential Handicap 



Vision 



Hearing 



I 
t 



hysical Coordination 
and Development 

ntellectual Development 
peech and Language 



J^ocial/Emotional 
Development 



41 

47 
106 

87 
146 

91 



Percent of Screening. 
Cases in which 
Handicap was confirmed 



61.0 . 

CN=25) 

6i.7 

{N=29) 

75.6 

(N=78)., 

66.7 

CN=58) 

82.2 

(N=120) 

'56.1 

CN=51) 



rotal 



518-/ 



69.7 

CN=361) 



This figure exceeds the sample. size (N=269 children) because some children 
had more than one suspected handicaps. 



X 
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lYi thz Ae.le.vant developmental aKea. The highest proportion of con- 
firmed handicaps was in the area of speech and language whgre 146 
cases were identified as potentially handicapped through the screen- ♦ 
.ing process, and 120 -(82. 2%) of those were confirmed. Social/ 
emotional development had the lowest correspondence ; 91 children 
were identified as potentially handicapped in this area, but only 
51 (56.1%) were confirmed as handicapped in social/emotional, 
development. * 

Non-Head, Start Program Screening Services 
, Type of Screening Services Provided ^ 

According to non-Head Start program staff report, 19 of the pro- 
grams screen enrollees at the time of admission tb the program (41.3%), 
and in an additional 14 programs (30%) , enrollees are identified as 
handicapped prior to admission (see Table. 6.14). It is not clear 
whethe^ screening is a part of the identification procedures used in 
these 14 programs or. not . As Table 6.15 indicates, non-Head Start 
programs that serve only handicapped children do not provide com- 
prehensive screening to their enrollees upon program enrollment . 
On the Lvkole, then, non-Head StanX pKog\am6 4eem to p/covZde comp/te^ 
ke.n6A.ve. 6cKe:tnA.ng 6eAvA.c^6 to tkelK e:nKollie.6 le66 i^e^quentlif tkan 
do Hzad StaJit pn.0QKam6. H[6wever, it is also clear that Head Start 
is a more comprehensive program than the group of non-Head Start 
.programs studied, and it was expected that the non-Head Start pro- 
grams would not provide screening servicei> to' the extent that Head 
Start does. Additionally, non-Head Start programs enroll children 
who are already diagnosed as handicapped to a greater extent than 
Head Start programs do, which reduces their need to conduct complete 
screening services. 



TABLE 6.14 



Screening Services Provided in Non-H^^d Sta.rt Programs 



Total ** 



Screening Service Type . ■ ^ of Total 



EnroHees screened at time of 41 3 

program admission (;n=19) 

Enrolleeis identified as handicapped 30 4 

before entering program ' (N=14) 

^ ' 23,9 

CN=11)' 

No /Response • _ 4 ^ 

- ■ ■ CN=2) 



100 

(N=46) - 



6.25 



.1 \ 



.: . ■ . • ' ■ . . ■ . J 

° TABLE 6 .15 • ' 




S.recn.„s Services r.o.i.e. No„-H«a S...rc Pro.r.Vs :o ...ronecs „>. Services to No„...n.H..p,„.. 


ildrcn 


^Presence of pM»-.-i| | rdf^ii* i I'i -j \ 

:\0iV':::i-ai^:iPDed Total** iJan.n .-..nn...! i>.-; "mL.. CnroJJccs Ncrconcd At Time ^ 

CTTidroix - i of Row 01 Program Admission Orh.. 

: ^ : ^^o^< , p^^^ 




Pro5rar.s 

'servinq only m .i " 

Children / ^ , - . (N"6) 
Programs servin/ 100 . ' ^ , . ^ 

handicapped and (.V»36) * ^ , 11^.5 
ncn- handicapped ^ ^ 

children U< /j 
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Piofgssional Providers . Us ed for Screening Services - • - ' 

Across screening ar^as, non-Head Start p.rograms primarily relied 
.on psychologists/psychiatrists, speech therapists/audioloa.- st= i^ed- 
cal professionals, interdisciplinary teams and staff teachers for 
screening services (see Table 6.173 . ^^th Head Sta^t p^cQKam^ 

..c^een^cng mo6t..- i..e.ciaentty conducted by a ^>pzciaU.t .trained A tk^ 

c^PP^op^atz a^tea. The most obvious difference between Head Start and 
non-Head Start programi is that non-Head Start programs primarily 
used psychologists/psychiatrists for intellectual development and 
social/emotional development screening, while Head Start handicapped 
children were primarily screered by program staff in these areas. - 
Agency Af filiation of Service Providers 

The non-Hea-d Start programs tended to use approximately the same 
pattern of agencies for screening services as did Head Start programs 
(see Table 6.18 and 6.7, respectively) , except , of course, that Head 
Start programs relied more heavily on Head Start staff, while non-Head 
Start programs used the public: school system more extensively. This' 
i-s, in part, a function of the public school affiliation of some of 
th^ non-Head Start programs . 

Techniques Used , for Screening ' 

Tables A6.15 - A6:20 (see Appendix -A) present the techniques that 
non-Head Start programs reported they used for screening in each 
screening area. Approximately one-half of the programs., did not re- 
port techniques used 'for each of the screening areas or did not con- 
duct screening in the area, but the predominant types are summarized 
below. The techniques used are very similar to the ones used by Head 
Start, except that .the non-Head Start programs infrequently reported 
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TABLE 6.16 



T ype of 

Screen' 



Total** 



Type of Sa.on,„g Prov,j,j i„ ,,,, ,„„ „,„^ ^^^^ ^^^ ^^^^^ 

Screening Area 



Vision . Hearing 
iof Coluan t " 



arinfi Physical Dove Wnt iSSaSSp!"'' f^!'!^''*""^ Social/RaitionaL 

BL^im^j^^u^ j trgLs, ?^;fcg 



100 



{N-30) 

. Gdnoral (provided <3,3 

'to, all cnrollees) (N-IJ) 

Specific (provided 20 0 
. to selected enrol- 

lees ■^^^> 
Ho not screen in 
that area 



100 

(N-30) 

40. fl 

" .,(N-1Z) 



100 

(N»30} 

40.0 
(N"i2) 



.100 

CN-30) 

40.0 
(N-12) 



100 • 
(N-30) 

j33.3 
(N-10) 



100 




(M-30) 

33.3 

{N»10) 

33.3 

(N»10) 

33.3 
(.N-10) 
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TABLE 6.17 



-Screening Area 



Vision 



Physical 
Copnliiiiition 
aikl Pcvelopocnt 

SjMcch ani 



Intellectual 
Oevelojittcnc 



Social/ 

BK(tioiur<; 

ICftt 



. Type of Service Proid«ler Who Pcrfonned Screening in Each Screening Arei, for NotrllcaJ Start hoaraoi ' 

■ ProviJers 

PeJiatrician/ 

V ^^^^ Para- ' 

Licensed Speech • professional n Public Iiiterdis- 

ltotR««rrM J'^'m , T^rapist/ Medical Social lldlth ciplinary Staff 

^ - ^"^^^ hychlacrlac Professional AuJigjoRist Personnel Iforker Nurse Ttaa_ TeadW 

31,2 
(N»10) 

28.1 

my 

28.1 
{N-9) 



28.1- 
(N«9) 

34.4 ' 
(N«li) 

31.2 
(N^IO) 



Other 



to: 



K 

1 


28.1 
(N«9) 


* 


3,1 

(N»l) ' 


* 


21.9 


9.'4 
(N*3) 


6.2 




* 


, 15.6 


46.9 
(/J-IS) 


3.1 

■ m) 




9.4 


1S.6 

(N-5) 


6.2 

my 


15.6 
(N-S) 


* 


40.6 ■ 

(N"i33 ; 


. ' ■* 


6.2 

m) . 


'6.2 


9.4' 

(N-3) 


18.B 

(N-6) 


6.2 

(N«2) 


-.ll 

..3i.2ri 

6.2 

(N-2). 




.3.1 
(N-1) 


6S.6 

. ■(N-21). 




* 


.6.-7 


18.fi 
(N«6) 


- 12.S 


S6.2 
..(N-IS) 


3.1 
(N-1) 




3.1 ' ' 
(N-l)= 




3.1 , 

(N-1) 


21.9 


18.8 
(N»6) 


6.2 

my 


31. 2r 

,(N»10) 


3.1 


.3.1 


3.1 ' 




3.1 


28.1 ■' 
(N-9) 


25.0 ., 
(N-8) 


12.5 



TABLE 6.18 



Scre ening Area 



Vbion 
Hearing 



rhysical 
;^.CqcircH nation 
and Oevelopraent 

.Speech and' 
Language * 

Intellectual 

/:I)cvelopnei)t 

&cial/ 
Dcveloiincnt 



Agencies lhat ProvhIeJ Screening Services to Mon-;i ead Start Programs hy Screening Area 

Pjiblic ' . 

Kfn/". i?^^*u. / or State Social Public , Easter University 

Not Piact tioner/ Health Services School ^Scal AffiJlatS 

Rejm^ taU^^ Ibspitai DoRrtj^eat, Pepartoient Systan Agency f c Ll Otter 



.^1.2 


21.9 


3.] . 


{N=10) 


(N-7) 


(N-1) 


2S.0 


12.5 


3.1 






(N=l) 


2S.0 


37.5 


A 


' :(N-8) 


(N'lZ) 




21.9 


9.4 


* 


m) 


(N='3) 




28.1 








m] 





28.1 9.4 



1?.5 

(H-4) • 


3.1 . 
(N=l) 


2S.0 
(N=8) 


3.1 
'(N=l) 


9.4 

(N»3) 


. 12.5 

my 


9.4 • 


3.1 


34.4 
(N»ll) 


6.2 

(N»2) 


15.6 
(N»5) 


25.0 


6.2 

' {N=Z) 


3.1 
(N-1) 


21.9 

(N=7) 


15.6 


6.2 


34.4 
(N-11) 


6.2 
(N=2) 


3.1 


34.4.' 
(N'll); 


9.4 • 
(N*3) 


6.2 

m) 


40.6 
(N-13) 


9.4 . 


9.4 

m) 


34.4 
(N'-ll) 


3.1 

(N-i) 


6.2 


.40,6 ■ 
(N'13) 


12.S 

(1^4) 


6.2 

(N=>2) 


34.4 
(N«ll) 


3,1 
(N'l) 


9.4 
(N'3) 


' 40.6 
' (N-13) 



use of the Denver ;Deyelopmental Screening Test or the Learning Accom- 
plishment Profile, both of- -which were moderately used by Head Start 
in three screening areas. 



, • • vision, the Snellen Picture Chart was most frequently 

|\ used (19.6%). ^ ^ 

• An unspecified audiometric- exam was most frequently used for 
[■ hearing screening (23.9%). As with the Head Start programs^ 

r" — — , ^ ^'^^^ category encompasses a diveij^ity of techniques' used in 
coiLLijnct.-! on with audipmetric equipment, 

i 9 A physical examination or a formal (standardized) test 

I • were most^f requently used for physical coordination 

and development screening (17.4 and 10.9%, respectively). 

I • In the area of speech and language development, locally- 

I designed assessments, the Peabody Picture Vocabulary 

Test, or other formal (standardized.) tests were most 
frequently used (15.2, 10.9, and 8.7%, respect ively).- 
- * • Unspecified formal tests were most frequently used 

screening in intellectual development. ' 
' ' • , -A diversity of techniques were used to screen in 

social/emptional development, including observation 
. techniques, the Vineland Social Maturity Scale, and 
other formal (standardized) tests (13.0, 10.9, and 
8,. 7%, respectively). 

Summary of Findings 

9 About half of the sample handicapped children in Head 

Start received complete screening services (i . e were / 
screened in each of the six developmental areas) , slightly 
less than half of the children Were screened in fewer than 
tlie SIX developmental areas and no screening services were 
reported for a small -proportion of the children; In fe^rms 
- oj: the individual developmental areas, almost all the ibhil- 
- , dren were screened for vision and. hearing problems^ anjd 

5 s^^sening areas-most often omitted were intellectual , 
develqpment and social/eijibt ional development. 

V .. " • At leasts some screening services were conducted for 65 / 
o percent of, the sample children within three inonths of 
' program entry as recommended by the Performance Guide- 
;. ^^^^-^ Further, proportionately more 'children who re- 

ceived complete screening services were screened within 
three months of program ; entry as compared^to children who • 
received partial screening services. However, this also 
indicates that screening was not conducted within the time 
frame suggest^ed. by the Performance Guidelines in more than 
one-third of the cases. i 



. \ 
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In most cases, the sample handicapped children's screening - 
was most often conducted by a specialist trained in the 
appropriate area, except that Head Start staff (excluding, 
specialists on the Head Start staff) most frequently con- 
ducted intellectual development and social/emotional de- 
velopment screening. Across all screening areas,, the pro- 
viders of screening services were most frequently employed 
by Head Start. Other predominant screening 'providers 
were affiliated with public or \state health departments 
(vision and hear ing screening.) , . or were private practition- 
ers (physical coordination and development and sp§ech and 
language . screening) • The. Head Start children were in-_ 
frequently screened by professionals r?f filiated with the 
public school system. Finally , screen:^ng services were 
usually funded by Head Start Basic or Supplemental Grants.* 

In a majority of the cases in which screening results in- 
dicated, a "potential handicap, children received a confir- 
mation in the relevant developmental area. About .30 per- 
' cent of the secondary suspected handicaps identified \^ 
through screening were not confirmed in the diagnostic 
process . . - .> 

Less than half of \the non-Head Start programs generally V, 
s.creen their enrollees at the time of admission. In about 
oneT'third of the programs, children are diagnosed as ; 
handicapped prior to program entry. These and other data, 
indicate that non-Head Start programs enroll previously- 
. diagnosed children to a greater extent than do Head Start* 
programs and that Head Start programs provide screening 
£lnd diagnostic services to previously nondiagnosed chil- 
dren more often than non-Head Start programs. 

Non-Head Start programs primarily used specialists" in the 
appropi;iate developmental area to conduct screening ser- 
vices. The agency affiliations of the screening pro- 
viders were simrilar to those of the Head Start providers, 
except that non-Head Start programs used the public 
school system extensively. 

Non-Head Start programs reported using the same pattern of 
'screening techniques as did the Head Start programs, except 
' that non-Head Start programs used- the Denver Developmental 
Screening Test and the Learning Accomplishment Profile to 
a lesser extent that Head Start. ' ^ 



DIAGNOSTIC SERVICES / 

• ■ ■ . /' ■ 

Upon completion of the screening process, those children /identi- 
fied as at "risk" are seen by appropriately trained professionals 
for further evaluation. The object of this second evaluation Wce-^ 
occurs to identify handicapped children from those who are function- 
ing, within the: range of normalcy or who are only temporarily Impaired 
.or delayed. This, second, more comprehensive evaluation is termed 
diagngsis. A child may be considered to have an identified handi- 
capping condition only If diagnostic results so indicate. 

The ba-sic. issue addressed in this chapter is the extent to which 
the sample Head Start handicapped children received complete and 
appropriate diagnostic services/ This includes a discussion of\the 
.following key questions: ■ ' ' ' j- 

.• .Did the handicapped" children in the samule receive 
. diagnostic evaluations? , . , Fv^i. ecu 

• Did the reported primary handicapping condition of each 
child correspond to the developmental areas (sV in which 
diaposis was performed? Weoje any children identified 
as^handicapped without an appropriate diagnostic eva^^^^^ ^ 

• "the program year were diagnostic evaluations 

: completed? Did this anow ^^^^^^^ . 
classraom and home activities? pj-diining 

■. . ; • Were properly trained professionals responsible for 
diagnoses and what agencies were primarily utilized? 
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• . Did Head . Start pay for diagnostic' services or were other 

methods of payment arranged?. To what extent were Head 
I ^^^^^^^^dipb^^^^^^ able to secure inkind services? 
m } What types of techniques were most frequently used to 
diagnose children? 

© To what extent were parents involved in the diagnostic 
process? How were, they involved? — 

• ' Were diagnostic files maintained on each j::hild? What 

type of information- was included in these files? 

• . What types of diagnostic services did non-Head Start 

programs provide? 

For the purposes of this study, a model of the ideal diagnostic 
process was developed. This model was constructed, in part, from the 
guidelines set forth in the Head Start Performance Standards and, to 
a greater extent, from extensive conversations with the staff of the - 
Administration for Children, Youth and Families. Therefore, some 
components of this model are mandated for all Head^ Start children 
while others are considered des-irable , yet are not formally required., 

.; ^|The ideal diagnostic process may be viewed as consisting of three i 
cbnippnent func4:ions: 1) confirmation; 2) functional assessment; and 
3) development of service recommendations. handicap can only be 
confiirmed by a trained professional and conf it^mation may (but does 
notJnecessarily) entail the assignment of a categorical label., such 
as "visually impaired'* or ''emotionally disturbed," A functional 
assessment is a descriptive summary of W|[iat the child can and cannot 
do. While a confirmation indicates the nature of the handicap- (visual , 
emotional), a functional assessment specifies the exten t of the 
developmental disability (cannot focus on close o^bjects, short atten- 
tion span) .; Finally , recommendations are made for any necessary 
therapy, medication^ specialized services or /educa'tional intervention:: 
Diagnostic recommendations indicate the appropriate treatment to be. 
provided.- ' . - 

Furthermore, the diagnostic processxshould not be an isolated 
occurrence, involving only the child and tli^^^iagnostician. Ideally,, 
the child's parents and teacher should be involved in each step of 
the process. Their input ^into the ipreliminary gathering of information 



and their full understanding and awareness are needed to ensure th4t' 
appropriate services are identified and utilized. Finally, all 
relevant diagnostic information should be translated into a compre- 
hensive plan of services which is tailored to meet the individual 
i>ee4s of each child. This plan should encompass not only immediate 
treatment relating specifically to the handicapping condition(s) vo|£ 
each child, but also should include guidelines for educational.!?-^ 
struction, parent involvement, social services, health and nutrition. 
A diagnostic file (whether part of the individual plan or as a 
separate entity; should be maintained for each handicapped child. This 
file should include written: documentation of all information gathered 
through screening and diagnosis. 

Information was gathered concerning these aspects of the diag- 
nostic: process as well as the time of completion of diagnosis , pro- ■ 
viders of diagnostic services, their agency af filiation , , techniques , 
and funding. Six developmental areas which- correspond to the areas in 
which screening is. conducted were identified:, vision, hearing, 
physical coordination and development, intellectual development,, speech 
and language, and social/emotional development. Pertin-ent diagnostic 
information was recorded for each child according to the developmental 
area (s) in which diagnostic services were performed. In addition, 
comlJ.arisons with the 46 sample non-Head . Start programs were addressed 
when appropriate. Within this chapter, 'all Head Start data are child- 
specific and all non-Head Start data are program-specif ic. " 

Head Start Diagnostic Services 
Assignment of a Categorical Label 

The categorizing of handicapped children has always been a 
sensitive issue because, in many cases, the" assigned label will be 
applied to a child throughout his/her school career. Furtherjnore , 
in ligit of the recent accusations of cultural or racial biases in- 
herent in many of the testing techniques, the appropriateness of the 
.labels assigned often falls into serious question. This study did^ 
not attempt to determine if children who were identified as handi- 
capped were categorized appropriatel y but rather if children were 
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assigned a. label on the basis of a diagnosis conducted by a quali- 
fied diagnostician. That is, no assessment of the quality of exist- 
ing confirmation services was undertaken, but rather an examination . 
of whether the children received the confirmation component of 
diagnostic services. 

kaYididdp in thd davdloprndntdl aJtda appH.6pn.latz to thzlH Kapojitdd pA.i- 
ma/iy kandicappZng zondltyion , mayiy dud not.. Table 7.1 shows the fre- 
quency of confirmations performed in the developmental area cor- 
responding to the reported primary handicapping condition. The 
appropriate developmental area was determined on the' basis of OCD 
Notice A-30-333-4, "Announcement of Diagnostic Criteria for Reporting 
Handicapped Children in Head Start 'Therefore, a child with a re- / 
ported primary handicap of visual impairment or blindness should have 
received a coiiTirmation of a handicap in the area of vision, Sim/-- 
ilarly, a deaf or hearing impaired child should l ave been conf i^/med , 
as handicaipped in the hearing developmental area, / 

A child reported to have a physical (ortljopp/iic) handicap should 
show evidence of restricted development of gross or fine m'otor func- 
tions and;' as such, should have a confirmed disability i<h' the area 
of physical coordination and development. This same developmental 
area was considered appropriate for health or deVeibpmental kmpair- 
^rnents also, since the diagnostic .^crjitefiti^ these disabilities • 

as "illnesses of a chronic nature or with prolonged convalescence in- 
cluding, but not limi-l:ed to, epilepsy, hemophilia, severe asthma, 
etc.; all dis^ would be discoverecL/^conf irmed and affect 

a child ^s physical development."—^ ^ , 

•A speech impairment (communication ^/isor^der) includes "receptive 
and/or expressive language impairment, Vtuttering, chronic voice 
disorders, and serious articulation problems."; While the diagnostic 
criteria point out that speech problems may be a result of other 



—/it was explained. to respondents that the developmental area of 
"physical coordination and development" included all health- 
related disorders. / 



TABLE 7,1 



Frequency of Diagno^^ic Confirmations Made in the . Appropriate Developmental 
Area by Reported Primary Handicapping Condition 



Handicap|),ing Condition and 
(Appropriate Developmental Area^i' 



Total 



Confirmation No Reported 
Total Performed Confirmation 

* of ROV^ % of Row ' % of Roy 



100,0 


83.3 


'(N«6) 


CN-S3 


100.0 


9S.2 


(Np21) 


f:N-20) 


100,0 


100.0 


(N-23 


(N-23 


100.0 


94.6 


(N-37) 


CN-35: 


100.0 


SO.O 


(N«303 . 


(N-243 



100.0 89,2 10.8 * 

(N«2693 CN-240) (N-29y 

Visuauy Impaired ,oo « ' . 93 3 ^ 

. . (N*1S) (;V»14) (N»l) 



(N-1) 
.3 

(N-13 



(Hearing) fN-?i> /-v--,n. " 

Deaf 

(Hearing) 

Physical Handicap luu u fi 

(Physical Cpordinat ion and . (N-ST^ rw-^i;^ vfr 

Development) '^''^ CN-35. (,v«2) 

Healch/Developmentally Impaired luu.u 80 0 7n n 

(Physical Coordination and (^-301 rw-2d^ A^ 

Development) "^"^ (N-24) (n»6) 

Speech Impaired 
■ (Speech and Language). 

Specific Learning Disability 
(Intellectual Development) 

Serious Emotional Disturbance 
(Social/Emotional Development) \ .. 

Mentally Retarded \_ 
(Intellectually or Social/ *\ . 

Emotional Development) V- 



100.0 
. CN-S9) 


98.3' 
(N-S8) 


2.0 

(N9l} 


100.0 

(N-31) 


74.2 
(N-23) 


25. S 
(N«8) 


100.0 

(N.33) . 


72.7 
(N-24) 


27.3 
(N-9) 


100. 0 - ^ 
: (N-3S) 







~^rTn*?-T°r'^"J' developmental area -was determined on the basis of OCD Notice 
■ ChiSdren'iA H^°S!"' °' "i^S-stic Criteria for Reporting HanSfcap'ped^" 



• ■^In«u;n^aJ Severo^L^r'^r?''' «ceiy^ i confirmation of handicap in 
n? h«;^?^^S V ll -nentally retarded children received a confirmation 



disorders such as hearing loss, mental retardation, emotional disturb- 
ance or health impairmentf if- speech impairment is the " primary 
handicapping condition^ reported, a confirmation of a disability should 
have been reported in the area of speech and language. Children with 
secondary spe ech and langua ge disorders should also receive a con- 
^ lirmarion of handicap in this area, but the figures for this do not 
appear* on Table 7.1,^^ 

Children reported to be mentally retarded show ''significant sub-, 
average intellectual functioning . accompanied by^lmpairment in adap- 
tive behavibr.". Since the diagnostic criteria for this handicapping 
condition apply to both intellectual and social/emotional development, 
these two areas were considered appropriate for a . confirmation of 
mental retardation- ^ 

Children classified. as seriously emotionally disturbed who re- 
ceived a confirmation of handicap, in the areayof social/emotional 
development were considered to have received appropriate diagnostic 
services, because this disability includes such behavioral symptoms 
as : "dangerously ^aggressive towards others , self -destructive , 
severely withdrawn,'' e^trc. 

Finally, a child reported to have a specific learning disability 
was considered to have received appropriate . diagnostic service if 
there was a confirmation of handicap in the area of intellectual de- 
velopment. Since a great deal of confusion seems to surround this 
particular handicap, the diagnostic criteria are cited in full: 

Children who ha;ve a disorder in one or more of the basic 
, psycholo'gical processes involved in understanding or in 
using language, spoken or written, which disorder may . 
manifest itself in imperfect ability to listen, think, 
speak, y^read, write, spell, or do mathematical calculations. 
Such disorders include such conditions as perceptual handi- 
caps , brain inj ury , minimal brain dysfunction, dyslexia, . 
and developmental aphasia. Such term does not include . 
^ children who have learning problems which are primarily 
the result of visual, hearing, or motor handicaps, of 



- T^ble A7.1. shows the confirmations of handicap (primary and second- 
ary) performed in all developmental axea^ for children according 
-^^ to. their reported primary handicapping condition (see Appendix A) . 



mental .retardation, of emotional distu^-l^ance, or Of en- 
yiroTunental disadvantage. FaA pKzichooi <ikltd\zn 

OA i^^Mzn, and comptjitatlonaZ oh. hza^oh^Q^^^-^Uy aA^ Tn- 
Uad&d. (Professionals considered qua^jfied to make this 
diagnosis are physicians^ and psychologists with evidence of 
. special training in the diagnosis of ll^mng disabilities • 

and at least Master's degree level special sducato^-s with 
• dIs'a??"tiL;)i/'^' training, in the. diag^^Osis Of U^^ning ' . . 

It is obvious that a learning disability is ^ Complex Condition, re- 
quiring specialized training in order to confirm such a handicap. 
Since the condition is a result , of psycholog ie^l ^lalfuhc^■ion^ in rh^ " 
understanding or use of language, rather i:han ^he E^^duotion of 
speech, perse, a confirmation of handicap xn intellectual development 
(as opposed to speech and language) is nece.ss^^y. ^ 

• Retyning to Tabl^ 7 , it is obvious th^t for a^izeable. number . 
of children, there was no reported confirmati(?i^ of handicap in the 

;develx)^ental area that corresponded to the-^Iiixd's Reported primary 
handiciapping condition; A total of 29 chilk^-^n (10 - 8% of the sample) 
had no reported confirmation of disability i^j the apj^ropriate develop 
mental area. Serious emotional disturbance ^V^^ the handicapping con- 
dition with the greatest discrepancy; of the 5^ cases reporting this 
as the primary handicapping condition, only it, (72.7°?) received a con- 
firmation of handicap in social/emotional development. There were 

Vnine children to whom the label of emotionali/ distu^rbea ^^as assigned 

-without appropriate diagnostic confirmation. Specific XeaTning ' dis --. 
ability was the handicapping condition with next iargest discrep- 

*ancy; eight children of the- 31 cases so labeled ^id not t-eport a ' 
cpn^^ area of inteia^ctual development. 



.i bCD^No\ice A-30-333-4, "Annouhcement of Di^^nostic criteria for Re- 
porting Handicapped Childfen in Head Start , ^ September ^ 19 75 ^, p -3 , 



The learning disabled alsp^ received a large number of confirma- 
tions in dther developmental a'teas which further indicates that there 
was some confusion surrounding the appropriate-'* criteria for confirma- 
tion of this handicapping condition (see Appendix A, Table A7.I). In 
the order of descending frequency the figures are as fellows: 24 of 
the 31 cases reported to be learning disabled (77.4%) received a con- 
firmation of handicap- in speech and language; 23 (74.2%) were con- 
firmed as handicapped in intellectual development; 13 cases (41.0?)V" 
reported a confirmed disability in social/emotional development ; 12 
(38.7%) had a confirmed handicap in, the area of physical coordination; 
and development; four cases (12.9%) reported a confirmation of handi- 
cap' in heai-ing;. and two (6.5%) children also has confirmed dis- 
abilities in vision, /Wfe-c£e tkz^z ilgoJiz^, Ivi paKt, Kzilzdt cLhlldKdn 

ixilth sCLonf^l/imtd hdYidldap^ In Znttllzctual dzvzlopmznt and tkt. hlQh 
i^zquzncy 0^ con^AJ^ clkzcl^ oi ^pizdh and 

Zanguagz, 4>ocZaZ/zmotZonal diLVzlopmznt, and phy^lcial doo^dlnatlon - 
and. dzyzlopmznt, indicate, a gznzA,al cqn^tju^on and lack oi^nou)lzdgz\ 
Cjpncz^nZng thl^ kahdZcappZng c.ondZtZon. \ ' 

In cont^a^t,' dta^ , ^^^pzzck Zmpa^/izd, and hzaKA^ng A^mpaVizd dhZtdKzn 
had tkz hlghzj>t iAzquzncy oi a.ppKop^latz dlagno^tlci donilKmatlon. 
Both of the deaf children in the study sample received a confirma- 
•tion; of handicap in hearing; 58 of the 59 children for whom speech. > : - 
impairment was condition (98.3%) had a " r 

confirmed disability ^^i^^^ and language; and 95.2% (20 of the 21 / 

cases) of the hearing impaired children were confirmed as such in ■ 
the area of hearing. . . * ..: 

Despite" the fact that no "hard data" were collected on the valid- ^ 
ity of the assigned handicajJ labels, even the ones that were assigned, 
as a result of appropriate xohfirmation procedures, field staff had i 
extensive opportunity to observe children identified as; handicapped. * ;: 
The interviewers reported, that examples of both abuse and proper use . 
of categorical labels were evident in the sample Head Start programs'. 
Some children had. been labeled as handicapped . due to a temporary ear 
infection (hearing impaired), an allergic reaction ta a deodori,!zer~ 



(heaUh or developmental ly delayed) " or\^aii "unusual navel size" 
(physical handicap) . One Head Start director .expressed, conce-rn be- 
cause of the large number of Black children -diagnosed as "speech 
impaired"- because of their rural dia-^lect. In contrast, other pro-^ 
grams. were extremely cautious about the procedures and outcomes of 
assigned, categorical labels.' Translated tests and trained bilingual 
testers were required in one program with a predpmiridntly Spanish- ■ 
speaking population of childfen. In another instance, a child who 
was assumed at first to be a behavior problem was later discovered 
to be hearing impaired. As a result, the teacher altered her class- 
room approach to the child (seating him close > her , . making sure he 
watched her as she. gave instructions) and the behavior problems dis- 
.appeared. _ ' '"-'- ^ • 

Finally, field staff.-encount^ on^'case; in" which a child was 
referred to Head Start by the public schools .because of a learning ■ ' 
^^ff''^'^^- Several weeks in the program convinced Head Start staff 
. that there was nothing abnormal ab9Ut the child ai)^ he was reevaluated 
by an independent diagnostic team. This subsequent evaluation 're- ' 
vealed ho evidence of a learning . disability and the Child's .records 
were corrected accordingly. V ■ . 

Time of Completion of Diagnostic Services 

A After screening indicates a potential handicap, the prompt re- 
vceipt of diagnostic services is of the utmost importance. Delays in 
professional diagnosis impede remediation aiid/or treatmeiit and-thlis 
.effettiyely withhold, needed services for; handicapped childrenv An 
-Individual, plan of services cannot be properly, drawn up if' the 
existence, nature, and extent of a child 's . handicap are not known. .> 
Finally/conditions of a mild or temporary nature may, develop into / 
more.;severe or chronic'problems if left undetected or untTeated for 
a long period of time. ' • 

Table 7.2 shows the time of completion of diagnostic confirma- ^ ' 
tions performed for Head Start children. : Table 7 . 3 shows when the " 
sample children, according to their -reported primary handicapping 
condition, received "a confirma^ of a disability in" the develop- 
mental area which corresponds, to this primary handicap Cthe area of 
■/ •• . ■ .V. ' ■■" ■ ■ ,. ■ 7.. 9 • ■ ■ \- 
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TABLE 7.2 



Dates o£ Confirmation 


of Handicap 


for Head Start 


Children 


Confirmation Date 


Percent of Primary 
Handicaps 


Percent of al 1^7^ 
Handicaps 


August 1 - 


^ 1 z 


A 




14 


.6 




. October 31, 1976 




fN= 


36) 






69) 


November 1 , 1976 - 




• 0 




29 


. 3 




January 31, 1977 




CN= 


58) 




CN= 


139) 


February 1 - 


15 


.6 




20 


.2 




April 30, 1977 




CN= 


42) ■ 






96) ' 


After April 30, 1977 


1 


. 5 






.3 










4) 




(N= 


6) / , 


Prior to August 1, 1976 


.33 


. 5 






.0 








CN= 


90) 




CN= 


l'61) 


iNo L.onx xrma L xon 




.8 




/ ^ 


/a 






[/ 


CN= 


2 9) 






Date Unknown 


. ■ 3 


.7 




0 


.6 








CN= 


loy 




CN= 




TOTAL ** 


100 






lO'O 




I-- . . ■ 






CN= 


269) 




CN= 


474) 



1/ 

Includes both primary and secondary confirmed handicaps. 



TABLE 7., 



H 

H 



Confirmation Date 



Dates of Confirmation of Handicap in Area of Primary Concern by Handicapping CondUb7 

for Head Start Children 

/■ 



Total** 

August 1 - October 31, 
1976 

November 1, 1976 
January 31, ID?.? 

February 1 - 
April 30, 1977 

After April 30, 1977 
Prior to August 1, 1976 
No Confirmation 

Date lliiknown 

/ 



Confirmation Date 



TotalM- 

August 1 • October 31, 
ID76 

November 1, 1976 - 
January 31, 1977 

February 1 • 
■ April 3(1, 1977 

After April 30, 1977 
Prior to August i, 1976 
No Confirmation 



|. late Unknown 



Vision Confiimation 
Visually" 7" 
Impaired . Blimi' 

of .Column ' of Column 



Diagnostic' Area andjiandicapp i ng Condition 



Hearing' tonfirmation 
Hearing 
Impaired Deaf 
^ of Column i of Column 



Physical Confirmation 
Physical ilealtli/Develop- 
llandicap mentally Impaired 
t of Column t of Column 



100 

(N=15) 

13.3 . 
[M) 

20.0 
(N=3) 

13.3 

6.7 
' (N=l) 

40.G 
(N^6) 

6.7 
(N=l) 



100 



(N=6) 



100 100 ■ 

(N=21) {N.-2) 
* * 



16.7 
{N=l) 

66.7 
. (NM) 

16.7 

■ m] 
* 



42.9 
, (N=9) 

9,5 
(N=2) 
*■ 

42.9 
{N=9) 

4.8 
(N=l) 



50.0 
(N^l) 

50.0 - 

m) 



100 


100 


(N=37) ' ■, 


(N=30) 


13!s 


13.3 


{N=5) 


(N=4) 


10.8 


6.7 


ON) 


{N=2) 


2.7 


16.7 


CN=1) . 


. (N'5) 



64.9 
(N=24) 

5.4 

- (N=2) 

2.7 
(N'l) 



43,3 
(N=13) 

20.0 
(N=6) 



Sjiegdi 'Conf'ir 'nai^ 
Speecir 
Iinpaired 
\ of Column 



Diagnostic Area and Handicappi n g Condition ' 

^IjteUectuaUo^^ ! Social/Emotional ■Confirmat inn 
SpiHTFM^ Mentally SeriousTifeiiT 
IS b i t/ . Re arded Retar'ded Disturbance 
liL Column • > of Column \ of Column ■ t of Column ' 



100 


100 


(N=S9) 


fN=31) 


25.4 


16.1 


(N=15) ' 


(N=5) 


28, 8.' 


25.8- 


(N=17) 


(N«8) 


25.4 ■ ■ . 


9.7 


(N=i.S] 






* 


16.8 ■ 


'22.6 


(N=10) 


,(N=7) 


1,7 


25.8 ■ 


(N'l) 


(N'8) 


1.'7 









100 

(N'35I 
2.9 

■(N=l) 

* 2'5.7 

(N=9)' 

8,6 

2:9 : 
. (N=lj 

• 37.1 

im 

22.9 " 
{N«8) 



100 



(N=35) 



5.7 
(N«2) 

2.9 
(N=l) 



20,0 
(N«7) 

68.0 
(N~24) 

'2.9 

mx 



100 . 

(N=33) 

12.1 
(N=4) 

18.2 ' 
(N=6) 

27.3 ■ 
(N=9) 

6.1 . 

9.1 • 
., {N=3) 

27.3 
{N=9) 

* ' 



- vision for the blind and visually impaired, etc.). This will be 
referred, to as the area of "primary concern" throughout the text 
and tables. ' . 

Prior to the beginning of the program year (August 1, 1976) 90 
of the sample cases (33.51) had already been confirmed as handicapped 

= in the area of primary concern. This would include , children who had 
,been \j.n Head Start the previous year and received diagnostic services 
at that time. Others were diagnosed at, birth' or soon after and 

\ either were recruited ^y Head Start as handicapped children or were 
routinely enrolled (with or without prior knowledge of the handicap). 
The manner in which Head Start programs dealt with information con- 
cerning previously diagnosed handicaps varied greatly. in some cases 
the parent wquld simply tell the Head Start staff of the. child's 

,^condition. The information would be accepted as true and the child 
categorized as t>i^ pai^ent indicated. In other programs , 'however]- a 
concentrated effok was made to contact the original diagnostician anc 
to obtain copies all information pertinent to the child. .T-^ one 

case, this^ involved tracing the- diagnostician to another State some 
1,000 miles away. . -. . 

.. During the first quarter. (August through October) of, the 1976-77 
program year, only 36 of tlie sample" 269 children (12.4%) received' a 
confirmation of handicap in the ar^4 of- primary concern. The rate of 
completion rose in the second- quafrer (Npvember through Januar> ) , 
■ when 58 xliildren (21 . 6%) recei-^^ed a. diagnostic confirmation in the 
area of primary concern. T^a^ , ZnUud^ng tkz^zklldiKLyi u}h6iz hahdlaapi 
uteH cmM^mzd pUoA. tO :pA.ogA.cim znt^y^ ls4. ahUdA.e.n .[6i.4l]lJ had A.e . 
czZvzd a con^lA.matlon oj (iandpLap^n tkz a^ea of pA.ZmaA.tf concern by 
0iZ.^znd oi ;3aynia.A.y. This corresponds to the . fact -that : screening was 
completedvfor ,65 perc^ent of. the oh^ the 'end oi December (or 

within ,50 |iays of program., entry) and indicates that the sicreened ; 

''^.''^ V ^ diagnosticiansS^or confia-matioh 

pi^^ iricli^es' the 90 . cas^s diagnosed prior €o the program year 36 

n^^i^iJ of^the program, year, aftd 58 cases receiving diag- 

nostic confiirma t ion during ..t^^^^^ . :\ . ^ ^ 



■ / 

. . I 

■ / 
services. However, within this time frame, these children a id not re- 
ceive diagnostic confirmations until almost half of the.sch^l year 
was over. This allows little time for appropriate- planning and 
development of an individual plan of services. Furthermore, one- third 
of the. children's handicaps were not confirmed by the time 'the program 
year was half over. 



■ During the third quarter of the program-year (February through 
April) 42 Vases (15.6%) were confirmed as handicapped in the Urea' of 
.primary concern. After April 30th, four move children (1 . 5|)\ received 
. a diagnostic confirmation. In several cases,- a confirmation if handi- - 
cap was not performed until shortly before the scheduled site visit 
for this study. Clza^ly , diagnostic co-nUkmatZon^ oi a handicap in.<L- 
q<xzntly occawd too latz In tkz p^og^am yzaA. (o^ mcz66aA. planning ■ 
and p/iocuA.me.nrt o^ -i>&Jivlce.i . 

Those children class if ied as seriously emotionally disturbed did. 
not receive as complete or prompt confirmation services as the child- 
ren with other types of handicaps (see Table. 7.3).- Of the 33 cases / 
reported to be primarily emotionally disturbed, . nine children (27.:3%) / . 
were not confirmed as handicapped in social/emotional development until 
the third quarter of the program year; two cases (6. 1%) . did not rec/ive 
a diagnostic confirmation until after April 30.th; and nine more cas/4s . 
(27.3%) had no reported confirmation in the area of primary concern/ 

The duplicated total column of Table ,7 .i2 shows theXumber of ^ 
diagnostic confirmations performed for the sample children in all 
developmental areas. This includes confirmations of handicap in the ' 
developmental area that corresponds to the child's reported primary 
handicapping condition as well as any confirmed handicaps of a second- ' 
ary nature (sucOl as the hearing impaired child who. also has a confirmed, 
impairment in speech and language) . A total of 474 diagnostic con- 
.firmations -were, reported for the sample/269 children. Most of these .' 
confirmations were performed either prior to the program year.CN-161) 
or between the%a\iths of November and January (N=139) . 
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Profess ional Jiagnostic Providers . 

It is important , that any confirma ion of handicap be performed 
by appropriate and qualified personnel . If lay people without spe- 
cific training or professionals outside their area of specialization 
are performing diagnostic confirmations, then resulting misdiagnoses 
. and/or inappropriate treatment may occur. The importance of using 
•the proper prof essionalNf or diagnostic services is underscored in 
H:he '"Announcement of Diagnostic Criteria" (OCD Notice A-30-333-4), 
Which indicates, in many instances, the appropriate professional 
who may confirm specif ic types of . handicapping conditions. For 
example, "professionally qualified personnel" who may confirm a 
child as seriously emotionally disturbed are cited as psychologists 
or psychiatrists. A -child may be diagnosed as learning disabled by 
physicians, psychologists, or master's degree level educators, all of 
whom must have special.^raining in the diagnosis of learning dis- 
abilities, ^"^-^.^^ ■ . ■ 

(^k^Zd^zn^{ ' {tablz 7 . 4y app/io palate, and qualldldd 

pi.fL&on.ne.t. Pediatricians and other licensed medical professionals 
provided the majority. pf vision (76.5%) and physical developmenrt (.54.9! 
'handicap confirmations.-'^ Speech therapists/audiologis ts did the 
major portion of the hearing (63.41) and speech and language (74.1%) 
handicap conf irmatT:ons .-^ In intellectual and sociaiy^ne^fe^rOnalT"" . 
development, psychologists or psychiatrists wer.e responsible for most 
handicap confirmations (5S.2% -nd. 71.2%, respectively).-'' i 



—This/discussion is based on child-specific data. 
2/ 

- These- professionals performed 26 lof the 34 confirmations ..O'f handi- 
cap in vision and 56 of the-102 in physical coordination and develop 
ment.. ■ ■ V -.- 

'zy - ■ • ■• ■■ ■ ■ ■ ■ ■ ■ • ' . . . '■■ 

-These professionals provided 26 the 41 confirmations of handicap . 

• iii hearing and 103 of the 139 in speech and language. 
4/ . ■ ■ . " ■■ ' .. ' ■ ■■ ' . 

Figures represent 48 of the 87 intellectual confirmations . of . handi- ' 
cap and 52 of the 74 in social/emotion?.! development. 
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TAT>LE 7.4 



Diagnostic Area 



Professional Providots Who Did Conliniuit ion of llaiullcaps by Diagnostic Arcu 



/ 



Vis ion 
Hearing 



tlin~'ation 
(ievclo|inc 



mil 

itt 



Intelk'Ctijml 
Developnici 



It 



Speech iin* 
Ljinguage 
DevelopnciU 

' 

Social/iintdt tonal 
|)c'Vclopncnt 



Total ** 
t of Row 



100 
(N-34) 



100 



(N»41) • 

100 
(N»102) 

100 
(H'67) 

100 _ : 

.. . (H«130j. 
100 



Provider of Conf i niiut ion of Handicap 



Pediutrician/ 

Other Parapro- 

Liccn'sed. Speech fessioial 

Psychologist/ Modicfll Therapist/ Medicul ' 

Psychiatrist Professional Audiologist- Personnel 

^ of ftow t of Kow \ of Row i of Row 



2.9 
(N-1) 



14.7 
(N"IS) 

55.2 
\ (NH8) 

■6.S , 

a 

71.2 
(■N-52) 



Interdisci- 
plinary 
TeaiB 
\ of How 



Head 
Start 
Staff . 
Teacher 
X of Row 



Cither / 
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34.1 ! 
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, ■ i ■ 

63.4 
(N-2b) 


ft 


* 

■ .2.4 
. (N-l) 


Ik 
ft 


1 ' ' 

1 ■ 
2j0.6 

/ 

/ 


54.9 i 
(N-S6) 


1.0 . 

(N-l) 


* 


10.8 
(N-U) 


■Ia/ 
{N-3) 


IS. 7 
{N-16) 

* - 


uj\ ^ ■■ "" 
(N-ii) 


■ * 


* 


a8.4V.' 
(N-J6) 


4.6 
{N-4) 


8.0 
'(M-7) 


3.6 \ 
(N-5); 

: . i . 


74.1 
(N-103) 


0.7 

* 


6.5 


1.4 

(N.2) 


7.2 ^ 
(N-IOJ 


11.0 


1.4 


1.4 


/ 
9.6 


?.7 


2.7 






mr / 


{N-7) 


(N-2J 


(N*2) 
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In contrast to the frequent use of Head Start, teachers for 
screening purposes (see Chapter 6,' Table 6.^), especially in the 
.areas of intellectual and social/emotional development, very few ' 

/'Head Start teachers provided diagnostic confirmations of handicap. 

• This undoubtedly reflects the high degree of training necessary to 
become a qualified diagnostician, whereas screening providers can 
be relatively easily and quickly trained. Teachers are often 
in the best position to objectively observe their pupils every 
day and thus are used frequently for screening purposes. Tkzfie.£o^z, 
He.ad Stafit tzachafii p^ovMzd icfizznlng izJivZczi wltk gjtzat (^fizqazncy , 
bat ioK th mofit ^pzcMlzzd ^unct-Lon dlagnoitld con^^Mt-Lon, 
otkifi pfio 66A,onat6 we-te U6e.d. 

Agency Affiliation of Diagnostic Providers . , 

The agei^cies with which professionals providing confirmations of 
handicaps were affiliated indicates the:degree to which Head Start 
sought out and coordinated with external resources in the provision, 
of diagnostic services (see Table 7.5). Private practitioners/ 
consultants, and other, unspecified agencies-/ were the two most - fre- 
quent responses. Of the ^total 476^/ confirniations of handicap, pri- 
vate practitioners/consultants provided 134 diagnostic confirmations ^ 

— Of the 87 confirmations of handicap in intellectual development, on 
. four were performed by Head Start teachers. However, 122 children 
were^screened .in the area of intellectual development by Head Start 
teachers. Similarly, in social/emotional development, Head Start 
j:eachers ^confirmed a handicap in only two cases, but. they -screened 
.110 children m this ar^a. 

2/ • " ' ■ ■ ■ \- ■ "" 

- These would include private hospitals, public or private clinics 
and cases where the agency affiliation was unknown. This Tatter 
response occurred fairly frequently due to. the niimber Qf Xch-i Idren 
, diagnosed at birth or. soon after and cases where the diagriostician 
was known, but, the agency affiliation v/as unclear or ambiguous. 

-- Thxs. figure incUides confirmations NDf handicap in the, area of\ 
:j)i:iraary concern as well as confirmed handicaps of secondary im\. 
portance for the multiply disabled. V X . 
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■m 
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Agencies Providing Confirmation of' Handicap by Diagnostic Area 



ARencv' 



Local 
or State 
lieaUh/ 

Social Public 

Iractitiuner/ Hospital Services School 
Cftitsultsnt (public) ikf.mm Systci, 

"!!iimv- :j_iiiim* ufii„w : „i u 



Private 



[Mt] 



(N--3) 



39,0 



(N='ll| (IH6) 



4.9 



m] 



25:5 



11.7 



mm {Mb) (NMS) 



llli . U.\ 

mi) {M\) 



100 



(KM3!)| (fi.27) 



2. J 

3.5 ■' 
IN'5) 



38.4 



(N"2li.) 



H.8 
|N=3) 

4.!) ••- 

i.i ■ 

(N=8) 



3,3 



(N) 



12.6 



(N'll) 



4.3 



(N-6) 



15,1 



(HI) 



4.6 



5.5 



(NM) 



Easter Sea,l/ 
Crippled 
Children 
Assoc,/ 

Assoc. University 
for Retiirded Affiliated, 
Cliildreii facilities 



; 1.1 Ruw 



2.iJ 
(N=l) 



lh;ad Stan 
" ul' lloiv 



14,7 



4.3 



(N'2) 



4.9 



9.8 



(NMO)' 



2.3 



{N"2) 



(N=2) 

9.8' - 
. (N=10) 

12.6 

. ' (N=ll) 



S.8 



A 



11.5 



(N"16J 



5.5 



(N»4) 



7.3 

4,.!) 

'J. 2 , 
mi 

15,1 • 
(HI) 

a. 2 

■(N=6)' 



(28.2%) and other agencies also provided 134 handicap confirmations 
(28.. 2%). Combined, then, these agencies represent over half bf the ' 
diagnostic confirmations performed (268 diagnostic confirmations or 
56.3%). Sometimes the same diagnXDst ician was used for several chil- 
dren, so that children with suspected handicaps would be routinely 
referred to these established professionals for diagnostic services 
More frequently, however, each child was seen by a different pro- 
fessional and these diagnosticians were not necessarily used again 
for similar services for other children. 

University Affiliated Facilities were used with the next greatest 
• frequency; professionals associated- with this type of organization pro- 
vided 48 (10.1%) of the total. number of confirmations. Programs lo- 
cated .ear universities often tapped the abundant resource of student 
apprentices, especially in the area of speech and languange and in- 
tellectual developnent. Dxagnostic providers associated with univer- 
sities provided 21 of the 139 confirmations of handicap in speech and 
language (15.1%) and eight of the '87 (9.25) performed in the area of : 
intellectual developmentl Such arrangements w.th local colleges and 
universities seem to be mutually beneficial: students have an oppor-" 
tunity to train under actual field conditions and Head Start children 
receive prompt, inexpensive and thorough diagnostic services. 

Head Start staff were responsible for 43 or 9. 0 percent of all 
^confirmations, the majority of these In speech and language (N^21) . 
The higher number of diagnostic- confirmations provided by. Head Start , 
staff as compared to the number done by iHead Start -teachers indi- 
cates that, the Head Start programs 'had a number of non-teaching pro- 
fessionals on staff (speech therapists md psychologists were most 
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-Head Start teachers were responsible for 11 diagnostic confirmations 
Csee Table 7.4 ) . However, when looking. at the figures for the 
providing agencies. Head Start, as an agency, was responsible fox 43 
handicap confirmations. Therefore, -32 confirmations of handicap 
A .^2^^-^ ' ll;.Performed by teachers) were provided by non- teaching 
Head^-Start professionals. 



frequent) who provided diagnostic confirmations) . Other agencies 
such as. the public school system, special purpose organizations,' 
health or social service departments provided infrequent diagnostic 
services to Head Start children . i^'- 

; The reasons for using the various agenc sVprof essionals were ' 

basically two: these providers offered the best service available. : 
or were part of an established diagnostic service (Tabje 7 6) In 
every developmental area these two responses were consistently the 
highest, with the figures ranging from 25.6 percent Tin physical 
coordination) to 41.1 percent [in social emotional development}. " 
It IS important to note that a great many of the respc dents felt 
that -their establ ished ^diagnostic procedures were also the best 
services available, so these two responses should not be considered 
as mutually exclusive. These two categories combined account for 
nearly- three-fourths of all responses across all developmental 
areas. The expense of the service had little to do with the 
utilization or a particular professional or agency. The maximum 
number, of ^ases in which cost was A factor in the choice of diag- 
nostic services was only seven out, of 125 diagnostic evaluations 
(5.6%) in the area, of physical coordination and development.. iVaii- 
ability of services (that is, the diagnostician was used because 
he/she was the only available service in the. area) did not seem to be 
a significantly frequent reason either, ranging from no reported cases 
m vision to 10 C6.3%)yin speech and language. A more sizeable pro- 
po^rtion of cases were/diagnosed prior to enrollment and, therefore 
Head Start had no ch^ice,in the agency or professional used. The ' 
single largest area in which pre-enrollment diagnosis occurred was 
physical coordination and development, where nearly one-fourth of the 
125 confirmed handicaps (31 cases or 24.8%) were diagnosed before the 
child's Head Start enrollment. 
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- Public schools Were responsible for 40 f8 4%") nf i-hP >r.+-oi ■ a -j^: ' J' ' ' 

rJt?5i Children's Associations, and the Association for Retarded 

tLis- Lnlau^ or",";""?^'°'*' of 24 (S.O*) diagnoSic Sifi^a- 
total' "s^lth or Social Service Departments 26 CS . 5») of the - 
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* Reason, for Use oC Agencies/Professionals for IHagnostic Services by Diagnostic Area 
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1.6 

(N'l) 

0.8 



6.3 
CN-10) 



6.1 

(N-7) 



(N-6) 



34. S 
(N-19) 

26; 2 
.(N-16) 

2S.6 
{N«32) 



39.2 ' 
(N-62) 



(N-43) 



41.1 

(N=44) 



16.4 

(N=S) 

- 24.8 
(N-31} 

• . ■ ( 

8.9 
(N-14) 



10. S 

'9.3 
' (N»10j 



16.4 

(N»9) 

13. K 
- (N»8) 

16.0 



3.8 
(N-6) ■ 



4.4 

7.S 
(N-8| 



Perhaps the single most difficult aspect of the diagnostic, . 
process to determine was who paid for the services. Many respondents 
simply did not know where the money came from. or, in fact, if services 
. were reimbursed. Table , 7 . 7 , which shows the. types of funding sources 
used to provide confirmations of handicap in each of the develop- 
mental areas, must be- interpreted keeping in mind these difficulties. 

Head StaA.t' ^und6 [Ba^Zc GA.ant and VfioQficim Accoan.L--€-6j, weAe tkd 
pA.^dom.inant iocvicz oi iandlng u6zd to pay ion. dZagnoitZc coniZJimatZom 
Utilization of Programji Account 26 funds ranged from 16.7 percent of 
the confirmations of handicap in physical coordination and develop- 
ment to 39.-6 percent of . the confirmations of handicap in speech and 
language.- In addition. Head Start Basic Grant monies were used from 
8.8 percent of the diagnostic confirmations in physical development" 
.to -28.8 percent of the confirmations of handicap in social/emo'tional 
development. Combined, Program Account 26 and Basic Grant funding 
provided well over half of the confirmations of Ji^ndicap in intellec- 
tual , speech,/ and social/emotional development. 

While the Head Start Program Performance Standards indicate that 
- Head Start monies may be used to provide diagnostic servicers, the 
Standards also =ijiake it clear that t'his funding 'should be used only as 
a last xe^sort: "Head Start funds may be used only -when no other 
source of funding is available. While Head Start does not seem 
to make use of alternate sources of funding, inkind services seem' 
to be virtually untapped. Inkind service delivery ranged from 
only 0.7 percent (1 o£ the IJ i speech and language diagnostic con^. 
^firmatiops) to 7.3 perceiit (3 of the 41 confirmations of handicap 
in hearing)-. Head Start programs -were apparently able to locate 
only a smaU -number of professionals whb would perform, diagnostic 
confirmations: f^ free, or less -than the market Value of their 
service. V .r ■■>" ' 
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„ distribution of Funding Source:^ UseJ to Obtain Confi rmation of Handicap by JJiagnosticsAreu 
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1 / 
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f ' ■ ■ ■ 


6.8 - , 
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Confirmations of handicap in the remaining developmental areas 
(vision, hearing and physical coordination) were fuhded predominantly 
by a combination of other funding sources such as EPSDT, joint funding 
arrangements with BEH, etc.-'^ Included in this category would also be 
those occasions when parents paid for diagnostic services or when the 
funding source was unknown (this occurred primarily when children 
were diagnos~^ed- prior to Head Start enrollment). 

Diagnostic Techniques 

Tables aT .7 [see Appendix A) show the types of techniques 
most frequently used during the diagnostic process. In att ca4e4 
except 6 0 dlaJi/ zmotlonaZ dzvzZopmzYit^ .objzdtlvz, 6tanda^dA.zzd Zn6t^u- 
mznt6 M/e/te p^Zma^ZZif ii^zd to coYiilKm a kandZcap . Thus for vision, 
hearing, and physical development > routine opthomological , audiometric 
or physical exams were administered in the majority of cases (35.5%, 
53.7% and 46.6%, respectively). In intellectual development, the 
Stanford Binet and other standardized tests combined to account for 
over 65 percent of the techniques used in that area. Similarly, 
standardized tes ting comprised nearly three- four ths of the speech and 
language diagnostic techniques (73 ,6%),— In social/emotional develop 
ment, however, standardized tests accounted for only 34.7 percent of 
•the techniques used; observational confirmations, on the other hand,' 
weVe reported in 28 (38,9%) of the cases. 



y Vision: 12 of 34 confirmations of handicap or 35.3 percent; 
. hearing: 14 of 41 confirmations of handicap or 54.1 percent; physi 
cal coordination and development: 38 of 102 confirmations of handi- 
cap or 3 7.3 percent. 

^'^The Peabody Picture Vocabulary Tes t , Goldman Pristoe Test of Articu- 
lation, Carrow Test for Audi tory .Comprehens ion of Language, and 
other unspecified standardized tests were the most frequent standard 
ized techniques used. 
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In all developmental areas, the Head Start staff did not know the 
type of technique utilized for diagnostic confirmations" a substantial 
portion of the time, probably because the staff was not frequently 
involved in the confirmation process. This occurred most frequently 
in the area of vision (50 . 0%) and least in speech and language (17.1%) 

Involvement of Parents in the Diagnostic Process 

An important part of meeting the needs of handicapped children 
and a basic foundation of the Head Start philosophy is the involvement 
of parents in the health and welfare of their children. Without 
appropriate explanation and understanding of the special needs of 
their children, parents are not in a position to contribute toward 
(and may even impede) the development of their child. An examination 
of Table 7.8 shows the extent to which Head Start ensures parental 
understanding and involvement in the diagnostic process. In only 
.^Ix (iai>(L6 [2.2%) MZfiZ dlaQYioitlc. n.Z6u.lt6 not gentially ikafiQ-d Mlth 
pa.A.e.nt6.- For the remaining children, however, parents were in- 
formed of these results- -in over half of the cases, by both the 
diagnostician and Head Start staff. The favored method used to 
present diagnostic results to parents was a combination of written 
and verbal reports (93 or 65.5%). In addition to the presentation 
and explanation of diagnostic results, parents of over half the 
sample children (65.8%) were included as part of a diagnostic team 
(see Appendix A, Table A7.8). 

From these data, it cannot be determined the extent to which 
parents understood the diagnostic results or even if they fully 
understood that their child had been determined to be handicapped. 
During the early stages of data collection for Phase II of this 
study, field staff discovered that some parents did not know, 
prior to the interview, that their child was considered handicapped 
This issue will be explored in greater depth in the Phase II 
final report. 

Of the total 269 sample cases, both Head Start.staff and. the diag- 
nostician explained diagnostic results to parents of 142 children 
(52.8%). In 77 cases (28.6%) the diagnostician alone was respon- 
sible for explaining results and. in 30 cases (14.5%), Head Start 
staff explained the diagnostic results to parents. 
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TABLE 7.8 



Manner m Which Diagnostic- Result 
Start Children ' 5 


s '.Vere Explained to Head 
Parents 




• 

Way 5xT3lained 


% within Group of 


Total by Group 


Not Generall/ Explained 


100,0 


'f' = r,) 


Explained by diagnostician: 

ziethcd not specified 




23 . 6 


written report 


24.7 
i:N='19) 






48.1 




written and verbal report 


27.3 

(N-21) 




Explained by Head Start staff: 
> method not specified 


2.6 

[N-l j 


14,5 


written report 


15 .4 




verbal report 


59.0 




written and verbal report 

1 


23.1 
(N-9) 




; Explained by staff / ' 
, diagnostician together: 

j method not specified 

1 


0,7 


52.8 

( ::=14^) 


! 

written report 


10.6 

(N=15) 




verbal report 


23. 2 
[N-33) 




written and verbal report 


65.5 

CN=-93) 




Mot reported 


100.0 
fN»5) 


Total^^ 


N-269 


100 
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Development of a Diagnostic File 

The maintenance of all records pertaining to the diagnostic ser- 
vices a child receives is of the utmost importance. Written reports 
of diagnostic evaluations, reconunendations for service delivery and 
records of the services actually received are necessary to ensure that 
proper treatment is being provided. Furthermore, these records should 
aid in the development of an individual plan of services, especially 
in planning educational services and providing for health and nutri- 
tion needs. 

?n.ag^tam n.(icofid6 toe^te locatdd by ^asslIcL itarsi i<^^'- 2 oi 
tht ■bamplz cklldfizyi} G the.6e. 268 chlldfi^n, 25? dhlldtizm (93.71) 
had a dlaQYiohtlc ill^. For the remaining 17 cases (6.71), no written 
documentation of any diagnostic services was found. The quality and 
usefulness of these files varied greatly. For some children, copies 
of all test results, lengthy assessments and recommendations, and 
detailed procedures for referral -and monitoring of special services 
were included in the diagnostic file. In other cases, however, the 
diagnostic file consisted of several scraps of paper containing 
prescriptions or appointments and little else that would be of help 
in planning or procuring services. In several instances, the 
diagnostic file did not support the assignment of handicapped 
labels. 

1/ 

The Functional Assessment Component of the Diagnostic Process- 

In the ideal diagnostic process, a functional assessment (state- 
ment of what the child can and cannot do) is an integral part of the ■ 
diagnostic evaluation of each child with a suspected handicap. In the 
best circumstances, the same professional who provided fhe confir- 
mation of handicap would also have performed a functional assessment 
and provided recommendations. Furthermore, to be of use to the 
teacher and family, a functional assessment must be easily translated 
. into . guidelines for classroom and home activities. 

diagnostic process. 
O ■ ■ ' ■ , ! ■ 7.261S5 
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When the total number of rei; or red f;;ncrior.al assessir.ents was 
broken down by those performed only in t:ve developmental area corres- 
ponding to the child's primary handicapping condition (see Table 7.Q), 
it is obvious that functional assessments fall somewhat behind con- 
firmations" of handicap in number. Q'dltj 221 oi thz ^amvld Z69 ca^e-i 
{S2,2%) ^XddZlvzd a. ^iuictional a.^^i e.i , 01x^1 240 cki^:dx^iyi (S5.2§) kcid 

a zoYi{^ln.mcitloYi handicap In tke. ol^xzcl oi px^ma^ y coftce^rn. 

While the learning disabled and emotionally disturbed children 
had a low frequency of functional assessments, which in turn corres- 
ponds to the relatively low incidence of confirmation of handicap 
for these two groups,—''^ health or developmentally impaired children 
received the lowest number of functional assessments (18 of 30 cases, 
or 60%). This may reflect the feeling that for this handicapping 
condition no assessment was needed because the extent of the child's 
functioning capabilities was self -evident or because the impairment 
was so mild that it did not limit the child's functioning at all. 
For example, one child reported to be health or developmen^^aTly im- 
paired due to an anemic condition was in no way affected, either 
mentally, physically or emotionally by this condition. In fact, the 
only provision made for the child's condition was to watch the child *s 
diet more carefully than for the other children. 

' The major areas in which functional assessments show divergent 
configurations from confirmations of handicap were in the types of 
professionals and agencies providing these services , Whereas Head 
Start provided only 9 percent of the diagnostic confirmations, 20 per- 
cent of the functional assessments were provided by Head Start (see 
Table 7.10)* Tk^6 ^ncxza^z Hzad StciKV ^ pa/itZcZpat^on tk^^ 6tagz 
0^ the d^agno6t:ic pA^ocz^^ Znd^catzd that ^zio^/l ^anctZonaZ a^^z^^mznt^ 
i^(in.z pxov^did by p/to ^z^6^onaZ dZagno^t^cZciyi^ . 



—Only 74.2 percent of the learning disabled (N=23) and 72*7 percent 
of the emotionally disturbed (N=24) ^.received a functional assess- 
ment in the area of primary concern. These figures are identical 
to those for the confirmation component of the diagnostic process 
for these two groups. 

7,2 7 
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TABLE 7.9 



Freauency of Functional Assessments Made in the Appropriate 
Area by Reported Primary Handicapping . Condit 


Developmental j 
ion 1 


Handicapping Condition and , , 
(Appropriate Developmental Area)— 










Total 
% of Row 


Functional 
Assessment 
Per f ortiied 
I of Row 


No Reported 
Functional 
Assessment ! 
% of Row ! 










Total (Across all Areas) 


ICO.O 

(N-zeo) 


3 2.2 

(N-221) 


17. 3 

(N»43 ;) 


Visually Impaired 

{\r •} c T n n / 
^VXdXOnj 1 


100.0 

(N=-15) 


60.0 
(.N^g) 


40. 0 
(N^6) 


• Blind / 
(Vision) / 


100.0 

(N-6) 


66.7 


53 . 3 
(N-2) 


Hearing Iippaired 
(Hearing) 


100.0 

(N-21) 


. 31.0 

(N-17) 


19 . 0 
CN»4) 


! Deaf 

{ (Kearing) 


100.0 

(N-2) 


100.0 

(N-2) 




Physical Handicap 

(Physical Coord inat ion/Development) 


100.0 

(X»37) 


94.6 

(N-35) 


5.4 

C:n-2) 


Health/Developmental ly Impaired 
(Phys ical Coordination/Development ) 


100.0 

(N-30> 


60.0 

(N«18) 


40.0 

Ci>i2) 


Speech Impaired 
(Speech and Language) 


100.0 

j:.\«59) 


91.5 

(X-54) 


iS .5 
(M-5} 


Specific Learning Disability 
(Intellectual Development) 


100.0 


74. 2 

(N-23) 


25. S 
(.V-6) 


Serious Emotional Disturbance 
(Social/Emotional' Development) 


100.0 

C>^-33) 


72.7 

(N-24) 


2 7.3 
(N-?) 


1 Mentally Retarded 

(Intellectual or Social/ 
Emotional Development) 


100.0 

(N-333 


2/ 


3/ 



i'^The appropriate devwlopmental area was determined on the basis of OCD Nor.i( 
A-30- 333-4, ''Announcemont of diagnostic Criteria for Reporting Handicapped 
Children in Head Start.*' 



-''iwenty-f ive mentally retarded cases received a functional assessment in 
intellectual development; 15 mentally retarded children received an assess- 
ment in social/emotional development. Some of the 33 mentally retarded 
children' received assessments in both areas. "Due to this overlap, it is 

■ assumed that all .-nentally retarded cases received an assessment m an 
appropriate developmental area. 

y Ix is. assumed that N*0. 
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Aceiincs that Provide iiiiictioniil Assossiiiciit by ningiiostic Area 


|li;i|jnostic Area 








•Agcncj 
























Easter '-^V 
















Local 




Crippli 
















or State 




ChiiJrci, 
















Health/ . 




Assoc./ 












Private 




Social 


Public 


ASSOC. 


University 










Consultant/ 


llosjiital 


Services 


School 


for Retarded 


Affiliated 








Total** 


Pr.u'titioner 


(public) 


iiennrtmcnt 


Syslrfn 


CMlilren 


I'nnlitics 


Head Start 


Olliei 




'. u! Hill,' 


U_f_.Row 


1 0 1' ildW 


' of |.'0h 


of Hoi-' 


A (][ IvnW 


\ o[U 


of JiUK 


■.' (il liiih 


Visidi) 


mil 


.111.0 


5,7 


lb 






2.9 


t 

25.7 


14,. ^ 








(N=^| 






(11=1) 


(NM) 


(N^m 


(;i=5i 


licjrini: 


nil) 


HI, 5 


4,9 


2.4 


7.3; 




7.3 


24.4 


29.3 






(fl=21 


(N=l| 


m] 


(11=2) 


(N=3) 


(N=10) 


(N=i:) 


I'liysital Coor- 


iiin 


20.4 


12.!i 


7.S 


5.8 


8.7 


7.8 


16.5 


20,4 ■ 


dination and 




(11=211 




(N^H) 


(N=l.) 


(11-3) 


(N=8) 


(N=17) 


[Ml] 


llcveiopincnt 




















intellectual 


1011 


20.6 


2.1 


4.1 


11,3 


M 


10.3 


22.7 


26.8 


Development 


(11=97) 


(N=20) 


|N=21 


(N=4) 


(NMl) 


(11=2) 


(N-ID) 


(N'22) 


(N=26) 


Speech and 


11)11 


UA 


J. 4 


3.1 


14.3 


5.4 


8.8 


](i.4 


25.2 


Language 


(ll=N7) 




(N=51 


(N=.^| 


[Ml] 


(fH) 


(N=13) 


(N=24) 


(tl=37) 


.■iocial/iiniotiaiial 


100 


34.1 


k 


4.4 


5.5 


1.1 


4.4 


23.1 


27.5 ' 


l)uvclo|i!iient 


(H--i)l) 


(N=ll] 






(N=5) 


(^=1) 


(N=4) 


(N=21) 


(N=25) 
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^Hcad Start teachers provided proportionately more functional 
assessments than confirmations of handicap for the sample children 
(see Table 7.11). The proportion of teacher-conducted functional 
assessments ranged from 2.9 percent of the vision assessments to 15.4 
percent _of „the.__a,s_se.ssme.n.ts._in social/emotional development. The 
remaining assessments performed by professionals affiliated with Head 
Start, but not by a Head Startr teacher , were most often provided by 
speech therapists, psychologists or nurses on staff in the Head Start 
programs 

The funding sources used to obtain functional assessments re- 
flect the increased utilization of Head Start personnel (see Table 
7.12). 'se of Head Start Basic Grant monies to obtain functional 
assessments ranged from 11.6 percent of the speech and language 
assessments to 42.9 percent of the vision assessments. Head Start 
supplemental funds (Program Account 26) were used to pay for func- 
tional assessments from 17.1 percent (vision assessments) to 41.5 per- 
cent (speech and language assessments) of the cases. CombA^md, flzad 
StaA.t ^und6 pciA^d ^OK moA.z tkan kat^ o£ aZt ^unctA^onat a44 e^^men-t^ . In 
contrast, while Head Start funding was used to obtain a large number 
of functional assessments , Head Start did not pay for the majdrity of 
all diagnostic confirmations (see Table 7.7). 

The patterns of providers, agencies and funding sources, com- 
bined with the lower frequency of functional assessments \ris-a-vi.s 
confirmations of handicap, all strongly indicate that the same profes- 
sionals were not providing both a confirmation of handicap and an 
assessment. Head Start staff were the major providers of assessments.- 



—'^ These professionals were responsible for approximately 55 of the 
functional assessments. This figure was derived by subtracting 
the number of cases in which teachers were the providers [^"=48) 
from the number of cases in wh. ch Head Start was the providing 
agency (N=103) . 

- The qualifications of the Head Start staff to perform functional 
assessments cannot be determined on the basis of the data. How- 
ever, a teacher who has been trained in the administration of a 
prescriptive diagnostic instrument, such as the Learning Accom- 
plishment Profile, is qualified to perform. such a functional 
assessments Therefore, one cannot assume that Head Start staff 
are unqualified to conduct functional assessments . 



— 



TABLE y.ll 



i'r ifessionals Who I'rovidcd Functional Asscssweiit by Diagnostic Are? 



Provider of Functional Assessment 



Vision 
Hearing 



Physical Coor- 
dinatioi) and 
Development 

hitcllectiinl 
Ocvc!u|iincnt 

Speech and 

Language. 

Development 



Total** 
iTtf Row 



101 

|N=35) 

10(1 
(N=102) 



lOO 

{N-971 

100 

(N=H7) 



Social/limotional II'O 



Pediatrician/ 

Other Parapro- 

l.icensed Speech fessional Interdisci' 

Psychologist/ Medical Therapist/ Medical plinary 

Psychiatrist Professional Audiologist Personnel Team 

X of Row \ of Row i of Row 1 of Row i of Row 



Ocvclupmcnt' 



(N=91) 



2.9 
(NM) 

* 

10.8 

48. S 
(N=47) 

7.5 

(l^Ml) 

59.3 
, (N=S4) 



68.6 
{N=24) 

31.7 
(H-13) 

42.2. 
(NM3) 

5.2 

(N=5) 

2.7 

3.3 

(fl=3) 



63.4 
(N-=26) 



69.4 
{N=102) 

1.1 
(N=l) 



8.6 

(11=3) 



0.7 
(N=l) 

1.1 

., (N=l) 



4.9 

14.7 
(N=15J 

23.7 

(N-23J 
6.1 
(N=9) 

14.3 
{NM3) 



Head 
Start 
Staff 
Teacher 
\ of Row 



2.9 
(N-l) 



12.7 

(N=13) 

12.4 

IN' 12) 

5.4 

(N=8) 

I 

I IS. 4 
; (N=14) 



17.1 

(N=6)' 



S.S 

(N=5) 
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FiinciinK Sources lised to QhiA\n Functional y^sscs.snpnrs \^y l)inj;nostic Arcii 



biagnostic Ar ea 



Vision 
Hearing 



Physical Coor- 
dination and 
Uevelopjuent ' 

Intellectual 
Development 

Speech and 
Language 

Social/ 

Hinotional 

Development 



Total** 
\ of Row 



I!)0 

100 
(N'4I) 

100 

(N«in3) 



Source of Funding 



Head Start Rental 



Head Sturt 
Supple- Service 



Joint 
Funding 
(Head! 
Start/ 



Provided other 



Basic Grant (P. A. 26) In Hnd 
\ of Row i of Row 1 of Row 



Public Schools 
(Reiinbiirscmcnt S.tate 



agency) of Services) 
\ of Row \ of Row 



1/ 



Funds Other- 
V of Row \ of Row 



42,9 
(N=I5) 

21.4 
(N-10) 

19.4 

(N»20)-, 



17.1 

(H=6) 

22.0 
{N=-9) 

19.4 
(H=20) 



(N=l) 

3.9 

(NM) 



1.0 
(N=l) 



2.9 

. (N«l) 



4.9 

(N=5) 



100 


22.7 


40.2 


Z.l 


1.0 


6.2 


, (N-97) 


(M=2Z) 


(N=39) 


(N=2) 




(N=6) 


100 


11.6 


41,5 


1.4 


1.4 


7.5 


(N-147) 




(N-61) 


(N=2) 


(N«2) ^ 


(N'il) 


100 


3i:<| 


37.4 




1.1 


5.5 


(N=!)I) 


(N=29) 


.(N'34) , 


{N=4) 


(N»l) 


(N»5) 



14.3 

(N-S) 

22.0 
(N=9) 

23. 3 
(N=24) 



15.5 
(N=»15) 

12.9 
(N=19) 

7.7 
(N='7) 



1/ 



22.9 
(N=8) 

29.3 
(N=12) 

28.3 
(N=29) 



12.4' 
(N.= 12) 

23.8 
(N-35) 

12.1 
(NMl) 



- Includes ni'Snr; Head Start/UCIl Joint Funding, and other Hdiication for the Handicapped Act Funds 
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The Recommendation Component of the Diagnostic Process^ 

The final step in the ideal diagnostic process entails the 
development of recommendat ions concerning treatment, therapy, educa- 
tional instruction or any other special services. This^last component 
is of vital importance for, as the Performance Standards state: 
''Examinations which do not lead to needed remeaial or rehabilitative 
treatment represents [sic] a waste of time and money.'*— ^ 

- Tablz 7.13 ^!ioiC6 tkat 46 o ikz- ^amplz chA^td^tzn (J7.II) had no 

n,zpo^"itzd ^izcommzyidation^ .^yi X^'^ dzvztopmzntat an,za cq^^z-S ponding to 

thz pnXmaKy handZccippLnQ 'coyidZtA^on. Children classified as emotT.onally 

disturbed most frequently were without recommendations; 11 of 33 so 

categorized (33.3%) had no reported recommendations in the develop- 

. _ • ' 2/ ' 

mental area of primary conttern.— 

As in the case with functional assessments, the quality and use- 
fulness of diagnostic recommendations varied greatly. In some cases, 
an appointment for a later check-up or an eyeglass prescription was 
considered as a recommendation. In others, specific types of therapy, 
health considerations, suggestions for classroom activities or refer- 
rals to more specialized professionals/agencies for treatment were 
included - 

The pattern of recommendation providers was similar to that for 
provision of confirmation of" handicap. Head Start staff made recom- 
mendations in cases in which they did not perform confirmations, but 
this occurred infrequently. For example. Table 7.14 shows that ^ 
13.2 percent of the reported recommendations (62 of .the 469 total \ 
recommendations) were provided by Head Start. Confirmation's of handi- 
cap provided by Head Start only comprised 9.0 percent of the reported 
diagnostic confirmations (43 of the 476 total confirmations) 



57Head Start Program Performance Standards, OCD Notice N-30-364-4, 
DHEW, July 1975, p. 26. 

2/ 

—Emotionally disturbed children also had the highest proportion of 
cases without reported diagnostic confirmations in the area of 
primary concern: 9 cases or 27.3 percent. 

^^See Table 7.4. . ^ . 
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TABLE 7.13 



frequency o£ Recoaunondations Made in the Appropriate Developmental Area by 
^ Reported Primary Handicapping Condition 



Handicapping Condition and 
(Appropriate •Developmental Area}- 



Total 
% ' of Row 



Recommendations 
Made 

\ of Row 



No Reported 
Recommendations 
% of Row 



Total (Across all Areas) 


100.0 

(N-269) 


82.9 

(N-2:3) 


17.1 

(N-46) 


Visually Impaired 
(vision) 


100.0 

(N-15) 


73.3 

(N-U) 


26.7 
CN-4) 


Blind 

(vision) 


100.0 
(N-6) 


S3. 3 


16.6 
(N-1) 


Hearing Imp£ ired 
j (Hearing) 


100.0 

(M-21) 


31.0 

(N-17) 


19.0 
(N-4) 


Deaf 

(Hearing) 


100.0 
(N-2) 


100.0 
(N-2) 




Physical Handicap . 
(Phys ical Coordination/Development} 


100. 0 

(N-37) 


33.3 

(N-31) 


16.2 
> (N-6) 


Health/Developmentally Impaired \ 


100.0 
■ (N-30) 


73.3 

(N-22) 


: 26.7 

(N-8) 


(Physical Coordinator /Development) 


Speech Impaired 


100.0 

CN-59) 


93.2 
(N»5S) 


6.3 
(N-4} 


(Speech and {.anguage) 


Specific Learning Disability 
(Intellectual Development) 


100. 0 

(N-31) 


74.2 

(N-23) 


25.8 
(N-S) 


SerioLi5 Emotional Disturbance 
(Social/Emotional Development) 


100.0 

CN-33) 


66.7' 
(N-22) 


33.3 
i'N-U) 


Mentally Retarded 


100.0 

(N«33) 






(Intellecrually or Social/ 






Emotional Development) 









t/the appropriate developmental area was determined on the basis °f ^^^^^^^^^^ 
A-30-333-4, -Announcement of Diagnostic Criteria for Reporting Handicapped 
Children in Head Start." ^ 

2/T^o«i-v <:iv mpnrnllv retarded cases received recommendations^lK intellectual 



^It is assumed that ^^"0. 
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TABLE 7.14 





• - - 


llistribiitiDii of Ajjeiicics 


I'niviilini; llccoiniiicinliitioiis iiy Hiiitinostii; Area 






iijjjiiofitic Aroii 








A^encx 




• 






/ 

/ 














liaster Seal/ 
















Local 




Crippled 






> ■ 










or Stale 




Children 
















llc-iltli/ 




Assoc./ 












Private 




Social 


Ml lie 


Assoc. 


University 










Consultant/ 


Hospital 


Services 


School 


for lletarded 


Affiliated 






T 


iiiii** 


i'riictirioner 


(public) 


[lepartiiiciit 


System 


Cliildrei) 


Facilities 


Head Starr 


I III 1 




nl Itiiw 


1 III WW 


Ill IIdk 


1' (11 HOW 


I u{ Kow 


I 111 Kow 


" .1 ii .1. 1 
. ul m< 


i ol liow 


\ of l!l)K ' 




: , 


































: — 


~— 


Vi'.iiiii 


IIKI 




6.7 


10.0 


(.,,7 ■ 


3.3 


' 13.3 




20.0 




.(H=](l| 


(N=12) 


m) 


(N=3) 


'(N-2) 


(N=i| 


(NM) 




(N=6) 


llMriii)! 


1011 


55. J 


5. 'J 


5.9 


2.9 


5.9 


B.8 


e.a 


26.5 




(11=12) 


(N-2) 


. (N=21 


(N=l) 


[M] 




(N=J) 


(N=9) 


Pliysit:;il Coor- 


IIKI' 


21.4 


H.3 


8.2 


6.1 


7.1 


. 10,2 


11.2 


2],'! 


{|iii,atioit iiml 




(11=21) 


(N--M) 


■ (N-8) 


(N=6) 


m 


(NMO) 


(N=l!) 


(N=21) 


Di'vclopnioiil 




















Intellectual 


111(1 


2.1,2 


1,1 ■ 




11,0 


2,2 


13,2 


M.3 


29,7 


Ih'vclopinciit 


{m 


(N=22) 


[M] ■ 


(N'4) 


(N=10) 


(N=2j 


(N"121 


(N=13) 


(N=27); 


Speech .111(1 


1110 


l'J.7 


3.6 . 


. 3.f) 


15,3 


5,1 


10.2 


17.5 


24, a 


Liiiiguiigc ' 


[Mil] 


(N=27) 




(N=5) 


(N»21) 


in 


(N«14) 


(N=24) 


(N=541 


Snciar/Einotional 


liH) 


■ 3^.2 


* 


5,1 


6.5 


It 


7.6 


13,9 


52,9 


Hevelopinoiit 


(fl=79) 


[Ml] 




(N=4) 


(N»5) 




(N«6) 


(N»ll) 





Completeness of the Diagnostic Proces s 



Table 7.15 illustrates the relative frequency of completion of 
each of the previously discussed diagnostic components. BA^okzn dotA)n 
by /izpo/itzd pA,ZmaA,y handZcappying condA^tZon and app/iopxZat^ dzvzZop- 
mzntaZ a/iza {^OK d<.agno6^6 , yit cZzaA, that tkz zmotA^oviatty d^,6tiixbzd 
and Izan^nlng dl^ablzd kavz tkz loi^)Z6t Incldzncz oi complztz dlagno^- 
tZc 6ZA,v^cz6. The average rate of completion for all sample chil- 
dren is as follows: 89.2 percent of confirmation of handicap (N=240] 
82.2 percent for functional assessments (N=221) ; and 82.9 percent 
for recommendations (N=223) . However, for emotionally disturbed 
children diagnostic confirmations were reported for only 72.7 percent 
of th"e'33 cases so classified rN=24] ; 72.7 percent reported func- ■ 
tional ass'essments (N=24) ; and, 66*7 percent reported recommenda- 
tions (N=22). Similarly, only 23 of the 31 children reported to^be 
learning disabled (72.7%) received complete diagnostic services. 

Of the 30 children classified as health or developmentally im- 
paired, 24 (80.0%) received a confirmaxion of handicap in the 
appropriate developmental area. This figure drops to 18 (60.0%) 
when looking at functional assessments and then increases to 22 
C73.3%]^ cases reporting recommendations. 

In 6ummaA,y, tkz dZagno6t^c componznt6 ^pzci^^ZcaZZy A,zqtiZA.zd by 
thz TA,an6mZttaZ. f^otZcz 7 5.11 [con^yL^matyLo n kandi^cap and Kzcommzn- 
dat^on6] aA,z thz co'mponznt^ thz d^agno^it^c pA,ocz66 that -a/Le com- 
ptztzd mo6t ^A,zquzntZy . WhyLZz ^unct^onai. a^^z^^mznt^ axz not kz- 
quAjLzd, thz6Z u)za,z KzpoH.izd attno^t a^ o^tzn a6 n,zcommzndatyiOYi^ , 
HoiAizvzijL, chZtdKzn voi,th czn^ta^n handZcappying condtA^tA^on^ xzcz^ivz much 
tz^^ thoA,o(jLgk di.agno6tA.CL 6z^va.cz6 than thz avzxagz ^oa, thz total. 
6amplz. SpzcA^iA^cally , zmptA^onalZy dA.6tuA.bzd, lzaA.nA.ng dZ^ablzd , 
and hzaZth/dzvzZopmzntaZZy A.mpaZA.zd chA.ZdA.zn u)ZA.z .tz66 ZZkzZy to 
A.ZCZA.VZ thz ^iiZZ A.angz o^ dA.agno6tA.c 6ZA.va.cz6 than chA.ZdA.zn vo^ith > 

OthZA. dA.6 a bA.ZA.tA. Z6 . 
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■TABLE 7.15 



Frequency of Completion of Diagnostic Components by Reported Primary 
Handicapping Condition and Appropriate Developmental Area 



j Handicapping Condition and 
|(Appropriate Developmental Area) — 



Total 
% of Row 



Confi rmation' 
Performed 
% of Row 



Functional 
Assessment 
Performed 
^ of Row . 



Recommendations 
Madfc 
% of Row 



Total (Across all Areas) 



Visually Iir.paired 
CVision) 

i Blind 
(Vision) 

Hearing Impair;.* 
CHearing) 

Deaf • . " 
(Hearing) . 

Physical Handicap 
(Physical Coordination and 
Deve lopment ) 

Heal th/Developmentally Impaired 
(Physical Coordinatiun and 
Development) 

Speech Impaired 
(Speech and Lanj^uage) 

Specific Learning' Disability 
(Intellectual Development) 



'Serious Emotional Disturbance 
I (Social/Emotaonal Development) 

; \</»nt-;» llv Ret|arded 
( Intellectuall/ or Social/- 
Emotional 1 Deve lopment ) 



100 . 0 

(N-269) 

100 . 0 

(N-15) 

100.0 
(N-6) 

100.0 

(N-21) 

100.0 
(N-2) 

100.0 

(N-37) 



100.0 

(N-30) 



100. d 

(N-59) 

100.0 

(N-31) 

100,0 

100.0 

(^^-35) 



39.2 

(N-240) 

93.3 
(N«U) 

35 . 3 
, (N-5) 

95.2 

(N-20) 

100.0 
^ (N-2) 

. 94.6 

(N-35) 



30. 0 
(N-24) 



98,3 

(N-5a) 

74.2 
CN-23) 



•72. 



CM'»24j 
2/ 



32.2 

(N-221) 

60.0 
(N-9) 

66. 7 
(N«4) 

31. 0 
(N'-17) 

100. 0 • 
CN«2) 

94.6 

(N"35) 



60.0 

(N-18) 



91.5 

(N-54) 

74.2 . 
(N-23) 

72.7 
(N-24) 

3/ 



32.9 

(N«2^3) 

73.3 
(X-U) 

33. 3 
(N-S) 

31.0 
CN«17) 

100. 0 
(N-2) 

33.8 
(N-31) 



73. 3 
(N«22) 



93. 2 
(N'-55) 

74.2 . 
(N-23,) 

66.7 

(N-22) ' 



— ^The appropriate developmental area was determined on the basis of OCD Notice A-30-333-4, 
" ".Announcelment of Diagnostic Criteria for Reporting Handicapped Children in Head Start." 

—'^Twenty- seven mentally retarded cases received a confirmation of handicap in intellectual 
development; 11 mentally 'retarded children received a confirmation of handicap in social/ 
emotionajl development. Some of the total 35 mentally retarded cases received a confirmation 
of handijcap in both areas. Due to this overlap, it is assumed that all mentally retarded 
childrer^ received a confirmation of handicap in an appropriate developmental area.. This 
assumption also applies to functional assessments and recommendations as well. 

3/ ' ' 

—Twenty- five mentally retarded cases received a functional assessment in intellectual 

'develop^nent ; 13 mentally retarded children received an assessment in social/emotional 

development. 



4/ 



Twenty-six mentally retarded cases received recon!>Ji>endat ions in intellectual development; 
13 mentally retarded children received recommendations in social/emotional development. 
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Non-Head Start Pr ogram Diagnostic Seri^ices 

— — — — — ' " ^ ^ 

Comparability of Data 

For the 46 non-Head Start programs (those serving preschool 
handicapped children) , similar information was collected concerning 
the diagnostic process. The same model of the ideal diagnostic 
process (containing a confirmation of handicap, functional assessment, 
and recommendations) was used to determine the type and extent of the 
diagnostic services available to children outside of Head Start. How- 
ever, the focus of the questions asked was different. Non-Head Start 
responses were on the Vogram- level, only ; no child- specif ic questions 
were asked. Furthermore, since non-Head Start responses pertained 
to diagnostic services, in general, multiple responses were allowed. 

Diagnostic Service Providers ' . 

In general, non-Head Start programs used the same types of pro- 
viders as Head Start. For confirmation of handicap (Table 7.16), 
pediatricians or other licensed medical personnel provided most.of t^ie 
confirmations of handicap in visiqn (,sz\z%) and physical development 
(52.2%); speech therapists or audiologists confirmed most handicaps 
in hearing (52. 2%) and speech and language (71.7%); and the majority 
of programs .reported psycho logi^sts or psychiatrists as the primary 
providers of confirmations of disabilities in .intellectual development 
(67.4%) and social/emotional development- (54.3%). Teachers were a. 
relatively frequent provider of confirmation services in non-Head 
Start programs, whereas teachers infrequently confirmed handicaps 
for the Head Start sample children. /Similarly, non-Head Stpt pro- 
grams more often utilized the services of disciplinary diagnostic 
teams. For functional assessments and recommendations (see 
■ Appendix A, Tables A7.9-A7.10) the basic pattern of relatively- 
more predominant utilization of interdisciplinary teams and 
staff teachers in non-Head Start programs remains about the same.. 
The incXased utilization of teachers in non-Head Start programs in 
the diagnostic process reflects, a basic staffing difference between 
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l)i3B»Qi>ti*': Area 



TABIC, 7.16 



Profcssioikils Who Ptovidfti Confinnation of IMicap in ta-llead Start Proj-rams by Diygnostic Area 



Physical Coordination 
iinil Dcvclo|n)cnt 

IntcJlectiial 
l)c>vclo|»icnt 

Spcccli aikl 
biigiiay<:-l)t'vclo|«ieiit 

I Social/liiiiotional 
[ Dwcloimciit 



j Provider of Confirmation 



8.7 

67.4 

(N=31) 

■l.l 

54.3 
(fl=25) 



52.2 
(.N=24) 

4.3 

(N=2] 

2.2 



4.3 

(N=2) 



71.7 
(N-33J 

2.2 
(N=l) 



26.1 
(N«12) 

.30.4 
(N-14) 

19.6 
(N=9) 

26.1 

mi] 



10.9 

m 

8.7 
4.3 

m) 

17.4 
(N=8) 



-''inohKics social worker ami public healti) nurse 

Note: progra.»5 were allowed to resporU mxt tlian once. Percentages were derived froa total mi,J)er of non-lieud Start pn)gra.«s (46). 





Psychologist/ 
Psychiatrist 


Pdi'dtrician 

Other 

iiicensed 

Medical 

Professional 


Speech 

Tlierapisi/ 

Audiolo^ist 


Parapro" 
fcssional 
Medical 
Persoimel 


Ii.terdisci- 
plinary 


Staff 

Teacher ■ 


1 

\ 

Other i'' 


Vision 
Hearing 


2.2 

[M) 

t 


52.2 

28.3 
(N'lJ) 


2.2 
(N'l) 

52.2 

■ (N-24) 


* 

4.3 

m) 


13.0 
(N=6) 

13.0 
(N»6) 


2.2' 
(N'l) 

k 


23.9 

17.4 
(N=8) , 



10.9 

(N=S), 

10.9 
(N=S) 
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.these two types o£ programs. Non-Head Start programs have better 
qualified personnel in terms of educational back3round5 (see- 
Chapter 4) .-^ 

Agency Affiliation of Diagnostic Service Providers 

Another basic difference between non-Head Start programs and 
Head Start was that professionals affiliated with the public school 
system furnished diagnostic services to non-Head Start programs 
relatively frequently, v/hile public school providers were used far 
less than providers from other agencies for the sample Head Start 
children. Table, 7.17 shows that professionals who performed con- 
firmations of handicaps were affiliated with the public schools in 
11-17 of the non-Head Start programs. In part> non-Head Start pro- 
grams used the .diagnostic services of public school systems more 
because they were more often affiliated with the school system. 
Furthermore, this indicates that diagnostic services are available 
through the public school systems in Head Start com" unities , but 
that resource-sharing between Head Start and the schools has not 
taken place to the extent that it could. 

/Reasons for Use of Professionals/Agencies 

') ■ 

As in the case of Head Start programs, the major reasons for^ 
using the diagnostic services of particular professionals were 
primarily that these people were part of an established diagnostic 
service and/or these professionals represented the best available 

service (see Appendix A, Table A7.11). 

\ ■ ■ 
'Basically, the same types of techniques were used in non-Head 

Start and Head Starr programs to confirm handicaps (see Appendix A 

Tables A7 . 12-A7 . 17) .\ Non-Head Start programs seemed to rely on their 

own locally-designed assessments proportionately more often, however. 

: \ / 

— Head Start teachers \tend: to have backgrounds in early childhood / 
development as opposed to special education. This trend is re- 
versed for teiachers in non-Head Start programs. 
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TABLE 7.17 



Ag.,icif5 that ProviJeJ Coiitiioiaioi. of lluiulicu,, in Non-lleaJ St"^ 



Diagnosru: Area 



irt I'rojiraiiis by Uiiignost j; 



Vision 



Physical Coordination 
jUki OeiTi'lofinienr. 

Intel Jectital 
fievclofttctit 

Speech aiKl 



SociaVhnolioreil 
UevclO|incnt 



Private 

Practitioner/ ' jlsspital 
t^o'isultant (pilic) 



3^.3 
(N-16) 

23.9 

41.3 
(N=19) 

28.3 
(N»13) 

17.4 

m) 

2"j.l 
(N-12) 



Ajjjcncy 

Local 
or State 
Health/ 

Social hibiic 
Services Scleol 
Departromit Systan 



8.7 

(N=4) 


8.7 


23.9 
(N=ll) 


4.3 
(N=2) 


8.7 

(N--4) 


34. 8 


4.3 
(N=2) 


8.7 
(N-i) 


26.1 
(N-12) 


LI . 
(N'l) 


15.2 

(N=7) 


30.4 , 
(N^14) 


2.2 
(N'l) 


■ 4.3 

m) . 


37.0 

- mi] 


4.3 

(N^2), 


15.2 

m 


■ 50.4 



Easter Seal/ 

Crip|ileil 

Cliildren 

Assoc./ 

Assoc. 

for Retarded 
Children 



4.3 

(N=2) 

6.5 

(N=3) 

4.3 

(N=2) 

2.2 
(^J=l) 

6.5 

(N=3) 

2.2 



Note: progr« were allowed to respond n«re. tl.an once. Percentages were derived fron> total 



University 
Affiliated 
Facilities 



10.9 
(N=5) 

19.6 

(M) 

13.0 

, m 

13.0 . 

19.6 
(N=9) 

4.3 

(N=2) 



luiiilier of non-1 lead Start pitjgraiiib (46). 



This i? especially noticeable in the .area of speech and . language 
where locally designed assessments were frequently used in non- 
Head Start programs, but they were one of the least frequently used 
techniques for Head Start children. The other major discrepancy be- 
tween the two types of programs was the preferred technique for con- 
firmations of handicap in social/emotional development. Head Start 
primarily relied on observations, whereas the non-Head Start pro- 
grams primarily used formal tests, especially the Vineland Social 
Maturity Scale (13 of the 46 progr^ams or 28.3%) and other, unspecified 
standardized tests (13. programs , 28.3%) • 

Parent Involvement in the Diagnost ic Pr ocess 

As in Head Start, parents of children in non-Head Start programs 
were also involved in the diagnostic process. The primary method of 
explaining diagnostic results in both programs was by the s.taff and 
diagnostician together', using a combination of written and verbal 
reports (see Table 7.18). Twenty of the 46 non-Head Start programs 
(43.5%) reported using staff and diagnosticians together to explain 
results to parents; 14 non-Head Start programs (30.4%)- reported staff 
only; and in the remaining 12 (26.1%), diagnosticians alone explained 
results to parents. For those programs using both staff and diag- 
nosticians together, 16 (80.0%) used a combination of written and 
verbal reports. 

A comparison of Head Start and non-Head Start programs leads to 
some general conclus ions concerning the differences in the diagnostic 
services provided by both. In general, non-Head Start programs seemed 
to use interdisciplinary teams and staff teachers as providers of 
diagno^stic services more frequently. The public school system was 
also more frequently the agency responsible for diagnosis, in non- 
Head Start programs. Finally, locally designed instruments were 
used for diagnostic assessments more often in non-Head Start pro- 
grams than in Head Start. 
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TABLE 7.18 



Manner in Which Diagnostic Results 
in Non-Head Start 


Are Explained 
Programs 


to Parents 






Way Explained 




Group 


% of 


1. 0 ta i 


bv GrcuD 


Not Generally Explained 


it 










Explained by diagnostician: 








26.1 




method not specified 


S.3 
(N=l) 






(N= 


12) 


written report 












verbal report 


41 .7 










written and verbal report 


50.0 










Explained by program staff: 








3 0 . -1 




method not specified 


7.1 








4) 


written report 


ft 








• 


verbal report 


21.4 










written and verbal report 


71.4 , 
(N«10) 










Explained by staff/ 
diagnostician together: 












method not specified 










20) 


written report 


5.0 ■ 
CN»1) 










verbal report 


15.0 










written and verbal report' 


CN-ld) 










Total** 










46) 



7.43 
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Sununary of Findings 

The following is a brief summary of the major findings concern- 
ing . the diagnostic services received by Head Start children and used 
in non-Head Start programs: 

• Approximately 10 percent of the 269 sample children 
had no reported confirmation of handicap in the 
developmental area corresponding to their reported 
primary handicapping condition. 

• By handicapping condition, the emotionally disturbed, 
learning disabled, and health or developmentally im- 
paired v/ere most likely to be identified as handi- 
capped without appropriate diagnostic confirmation. 
Approximately 8 0 percent of the health/developmentally 
impaired children, 74 percent of the learning dis- 
abled, and 73 percent of the emotionally disturbed 
children reported a confirmation of handicap in the 
appropriate developmental area. 

• Seriously emotionally disturbed children most frequently" 
experienced inappropriate or belated diagnostic services, 
or received no diagnosis at all. Of the 33- emotionally 
disturbed children in the sample, there was a reported 
appropriate diagnostic confirmation of handicap for only 

• 24 children, and of these, 11 children were not confirm- 
ed as handicapped in social/emotional development until 
January of the current program year. 

• The diagnostic criteria for specific learning disabili- 
ties seemed to be complex and confusing. As a result, 
children identified as such were often confirmed as 
handicapped in a variety of developmental areas. While 
in part this reflects cases of multiple handicaps, it 
also strongly suggests that the categor^y of learning 
disabled is not clear to those responsible for diagnostic 
classifications. Although intellectua/1 development is 
the appropriate developmental area in /which to confirm. 

a child as learning' disabled , the majyority of these chil- 
' dren were confirmed as handicapped in speech and language 
fapproximately 77%), followed by^int/ellectual development 
Capproximately-7 5%0 , and'social/emo/^ development 
Capproximately 42%). Confirmations of handicap were also, 
reported for these children^ in the areas'of physical 
coordination, hearing and vision. 
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• Most diagnostic confirmations occurred relatively late 
in the program year. Including those? children diagnosed 
prior to the current program year, "by the end o£ October, 
less than^ half o£ the sample children (approximately 47% 
or 126 cases) had been confirmed as handicapped in the 
developmental area corresponding to their reported primary 
handicapping condition. By the end of January, approxi- 
mately 68 percent, of the children CN=184) had received 
appropri. te diagnostic confirmation. While screening 

was pro\ .ded to most of the sample children within the 
90 day l^mit suggested by the Performance Standards, this 
left little time to secure diagnostic services , adjust 
classroom planning, ^and develop an individual plan of 
services. 

• Diagnostic service providers seemed to be appropriate 
and qualified personnel. Physicians, speech therapists/ 
audiologists , and psychologists/psychiatrists were the 
predominant types of diagnosticians. .These providers 
were most often in private practice or associated with 
hospitals or clinics. Special purpose organizations and 
the public school system were used infrequently. 

• ' Head Start funds CBasic Grant and Program Account 26) were 

the predominant Source of payment for diagnostic services. 
Combined, these two sources of funding paid for well over 
half of the diagnostic confirmations in intellectual 
speech, and /social/emotional development. A combination 
of joint funding arrangements , EPSDT, parent payment and 
unknown funding sources provided most of the confirmations 
of handicap in the remaining developmental areas. ^ Inkindv 
services on the other hand, were rarely received. 

e Parents were reported to be extensively involved in the 

diagnostic process , both as participants and recipients of 
information and explanations of diagnostic results. 
Parents of the sample children were l^nformed of diagnostic 
results in all but six cases. Head Start was actively 
involved in the explanation of these results; for approxi- 
mately IS percent of the children, H6ad Start staff was 
responsible for the explanation of these results to 
parents and ii over half the cases both Head Start and 
th'e^diagnostioian together explained findings to the 
parents. 

% The overwhelming majority of Head Start children, approxi- 
mately 94 percent, had some type of diagnostic file 
although the quality of these files varied considerably. 

• .. Thei jsiame diagnosticians seemed to provide confirmations of 

handicaps and recommendations. However, functional 
assessments appeared to have been developed more often by 
a different pro£e:3sional , usually Head. Start personnel. 
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Even though assessments were not specifically required by 
the Performance Standards, functional assessments m the 
a-f'-a of primary concern were reported for approximately 8 2 
pt.ent of the sample children. The quality and useful- 
ness of these assessments varied greatly, however, from ' 
case to case. 

Approximately 83 percent of the sample children received 
recommendations in the developmental area corresponding to 
the reported primary handicapping condition. 

Non-Head Start programs used interdisciplinary teams and 
staff tea^h^rs to provide diagnostic, services more pre- 
dominantly tlian Head Start. Non-Head Start programs also 
utilized the diagnostic services of public school systems 
more frequently. 



O 

PLANNING AND CURRICULA 



Once the diagnostic process has been comp *.eted and the special 
nesds of each child identified, it is the responsibility o£ Head 
Start to ensure that necessary services are provided to each handi- 
capped child. Because each child is a complex and unique individual, 
the identification of that child's special needs and the procurement 
of appropriate services should not be a haphazard or mechanical pro- 
cess. Individualized planning for each child is required if the 
program is to be responsive to the special needs of its handicapped 
children. The development of a comprehensive plan of services, 
the manner of planning and conducting classroom activities, and the 
type of curriculum used in the classroom all play an important part 
in the delivery of these services to handicapped children. For this 
reason, the manner in which Head Start prepares to meet those needs- - 
both in the classroom as well as outside it--was examined. Specif- 
ically, the following questions are investigated in this chapter: 

© How many of the Head Start handicapped children had 
individual plans of service? How many of them had 
written plans? Which components (education, health, 
nutrition, parent involvement, and social services) were 
most frequently included in children's individual plans? 
What types of objectives were included in the plans? 

• To what extent did children's staff use the children's 
diagnostic files in developing their plans o£ service? 
What difficulties, if any, were encountered as a result 
of using diagnostic files to develop individual plans of 
service? 
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© How were classroom activities planned for the handicapped 
children in Head Start? How were they conducted? To what 
extent were individualized activities planned and conducted 
for the handicapped children? 

• What types of written curricula, if any, were used for 
the handicapped children by Head Start staff? 

• How do the individual plans of service, manner of planning 
and conducting classroom activities, and curriculum 
materials typically used for handicapped children in non- 
Head Start programs compare to those used for the sample 
Head Start children? 

Head Start Planning and Curricula- ^ 
Individual Plan of Services 

The procurement of necessary services for handicapped children 
should be based upon a comprehensive plan of services which addresses 
the totality of child and family needs. Thus, according to the. Head 
Start Program Performance Standards, education, medical, dental, and 
mental health, nutrition and social service objectives should be 
identified for each child and plans made to ensure that these objec- 
tives are met. Furthermore, provisions should be made for parent 
involvement in each or these areas and for any special services the 
parents or family might require. This comprehensive plan, called an 
individual plan of services, should guarantee that handicapped chil- 
dren receive the same types of services as other Head Start children 
and that additional or specialized services are also provided when 
needed . 

Respondent interpretation of the concept of an adividual plan 

of services varies greatly from program to program. An individual 

plan of services -..yas reported for' 187 of the 269 children (69.5%). 

Of - 187 cases', program staff indicated that the plan was written 

for 153 children (81.8%). However, in reviewing written records, 

2/ 

individual plans were located for only 141 children.- In some cases 
these plans were extensive; one program had complete files on each 



i^All data in this section are child-specific. 
y See Table 8.1. 
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TABLE 8.1 



Manner in. Which Services were Planned for 
Head Start Handicapped Children 



Manner of Planning 



% of Total-/ 



69.5 




(N= 


187) 


56.9 




(N= 


153) 


52.4 




(N= 


141) 


4.8 




(N= 


13) 



Child had individual plan of services 

Child had written individual plan of services 

Child ^s individual plan of services was located 

Child only had an educational plan (and did not 
have individual plan of services) 



Components Included in plans 



% of Children With 
Individual Plans^/ 



Education 


100.0 




(N=141) 


Health 


38.3 




(N= 54) 


Social Services 


18.4 




(N= 26) 


Parent Involvement 


24. 8 




(N= 35) 


Nutrition 


14.2 




(N= 20) 


Other 


7 . 1 




(N= 10) 



i'^Percentages based on the total sample of 269 children. 
2/ " 

—Percentages based on the 141 children for whom individual plans 
of service were located- 
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child for each component (education, parent involvement, social 
s-exvices, health/nutrition), and had even color -coded the components 
'for easy access. There were standard forms to collect baseline informa- 
tion (health histories, results of monitoring) as well as more ex- 
tensive elaborations on specially identified problems. Another pro- 
gram had a comprehensive approach to needs , assessment and remediation; 
the strengths and weaknesses of each child were identified and detailed 
plans were developed to foster the one and counteract the other. 

These cases, however, seemed to be the exception rather than 
the rule. Some programs had only brief medical records (date of 
birth, immunizations) which they considered to be both the diagnostic 
file and the individual plan of services. Others viewed the individual 
plan as only dealing with education, or such items as lesson plans or 
folders containing the child • s ' art work were presented as the in- 
dividual plan. T^e^e data and lyitzfivlawdfi obiUivatloni Indicate that 
itaU oi i^ew pKOQKami kad g^aip^d tk^ concept oi -tko. compKakanilvfL avid 
IntMzlat^d natuK^ tko. compon^nti oi tkz plan) that i^^^n. 6tlll 
4eemed avoaJiz the. ne.e.d to a4e diagnoitZc and ai6^66rmnt data to ^ 
£ofLmulat2. a plan o action to count ^^act tkz Ido^ntlilad pfiobl(Lm& , 
^ack child; and that almoit kaU oi tk^ 6amplQ. cklldK^n did not kav<L 
a wfLltte.n compfiiike,n6l\j e. plan o^ 6Q.fivlc^6. 
Components of the Individual Plan of Servic es 

As stated before, most programs recognized the need for some form 
of educational planning, often to the exclusion of the other components 
of the plan. Table 8.1 shows the high incidence of the education com- 
ponent. Oi tkz 141 Individual plan6 located, all oi tk<Lm contalyie.d 
an education compone.nt. Furthermore, separate educational plans were 
found for an additional 13 children who did not have an identified 
individual plan of services. These are included in the figures for 
this table. Therefore, 154 educational plans were located. The next 
mos^ frequent component included in the individual plan was that of 
health; more than one third of the plans located (38.3%, 54 cases) 
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included a health component. Parent involvement, social services and 
nutrition components occurred with lesser f requency '^^ 

For those children with an individual plan o£ services that was 
located and reviewed, specific information concerning the education 
component was determined (see Table 8.2). A statement of annual 
goals- was found in 57.5 percent of the cases (81 of the 141 individual 
plans :/ith an education component) . A statement of short-term goals— 
was found even more frequently; 70.5 percent of the educational plans 
included in an individual plan specified short -term - goals . Finally, 
evaluation procedures and a statement of specific educational services 
to be provided were found in the majority of the education components 
reviewed (60.31 and 63.8%, respectively). 

Use of the Diagnostic File in Developing an Individual Plan of 
Services 

Any plan of services must be individualized in order to properly 
meet the unique needs of each child- For handicapped children this 
is especially important since these children are usually in need of 
even more specialized services than their non-handicapped peers. 
Furthermore, the nature and extent of the child's disability must be 
taken into account when identifying appropriate and reasonable . goals • 
To properly plan experiences and assess progress, then, the child's 
diagnostic file should contain critical information for planning 
purposes- This is one of the reasons' that the three part model 
diagnostic process was conceived: a confirmation of handicap to 



Respectively , the figures are: 24.8 percent, 18.4 percent, 14.2 per- 
cent. . 

-^Defined as goals "set for the school year or ab general objectives 
that are specific to the child. 

—'^Defined'- as more specific objectives to be achieved within a more 
finite time frame, such as daily, weekly or monthly. 

/ ■ , 

/ ■ . • 
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TABLE 8 . 2 



Education Components of 

Children 


Individual Service Plans for 
With a Service Plan 


Those 




Education Component of 
Service Plan 


Pr e sence 

Unspecified 
% o£ Rowi/ 


of Component 

■Yes 
% of Rowl/ 


in Plan 

No 
% of 




Annual Goal 


2.1 

CN=3) 


57.5 

CN=81) 


40.4 

CN= 


57) 


Short Term Goal 


2.8 

CN=4) 


70.3 

CN=99) 


26.9 

CN= 


38) 


Statement of Specific 
Services 


2.8 

CN=4) 


63.8 

CN=903 


33.4 
(N= 


47) 


Evaluation Procedure with 
Objective Criteria 

1 • — 


■ 2.8 
CN=4) 


60. 3 

CN=85) 


36.9 

(N= 


= 52) 



~^Row5 each sum to. 141 (number of students for whom an .individual 
service plan was located and reviewed). This fact should be 
carefully noted. For example, in considering the entire study 
sample, only 37 percent had short term goals specified in an 
individual plan of services. 



identify the nature o£ the child's disabilityCs) ; a functional assess - 
ment that outliae.s the extent of impairment so that appropriate goals 
can be set; ^and recommendations which indicate the types of services 
needed.—^ If all of these diagnostic components are present, the 
diagnostic file should be the prime basis for developing an individual 
plan of services • 

Table 8.3 shows the frequency with which the diagnostic file 
was used to develop a plan of services. Less than half of the re- 
spondents indicated extensive use of the file-; of the 187 reported 
cases with individual plans, the diagnostic file was extensively 
used to develop the plans in 78 cases. For 56 children, the 
diagnostic file was used only slightly, and the diagnostic file 
was not used at all for 50. of the 187 children with individual 
plans . 

The major problems associated with translating- the diagnostic 
file into a plan of services did not seem to be inherent in the file 
itself (see Table 8.4). IVhen asked, respondents frequently in- 
dicated that they did not have any problems; for 71 of the 187 cases 
with a reported individual plan of services, respondents felt 
that they had no problems in using the diagnostic file to 
develop a service plan. Of the specific difficulties mentioned, 
other sources of infor/ination were found to be more useful than the 
diagnostic file for 34 children (18 . 2% of those with individual 
plans). Such sources may include general information on specific 
handicapping conditions (such as books/ pamphlets on mental re- 
tardation, etc.), or informal discussions with professionals who 
did not diagnose the child (special education teachers, educational 
consultants, etc.). Of secondary frequency, respondents indicated 
that they could not obtain a copy of the file. This may be simply 
a logistics problem (for cases in which files were maintained at a 
main office, but the actual center was not located near by) or due 
to privacy restrictions. For an additional 9.6 percent of the . 



— '^^A more extensive discussion of the model diagnostic process may be 
found in Chapter 7. . 
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TABLE 8.3 



Extent o£ Use 


o£>;.Iiiagnostic File to 
Plans o£ Servicel/ 


Develop Individual 


Frequency of Usage 




% of Total 


- Not at All 


- 


26.7 ■ 

CN=50) 


U ^ ©CI OXJ-^iiLX/ 




29.9 

CN=56) 


Used Extensively- 




41.7 

CN=78) 


Unspecified 




1.6 

CN=3) 


Total 




100.0 
CN=187) 



Includes only those children for whom an individual plan 
was reported to be available. 
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TABLE 8 . 4 



Problems in Using the Diagnostic File to Develop 

Plans of Service^/ 


Individual 


Problems 


% of Total 


- No problems 


38.0 

(N=71) 


Other sources were used more 


18.2 

CN=34) 


Out of date information 


0.5 

(N=l) 


Did not receive report in time 


9.6 

CN=18) 


Terminology was too technical 


0.5 

CN=1) 


Staff disagreed on services 


0.5 

CN=1) 


Could not obtain a copy 


14.4 

CN=27) 


Report was too general^ 


5.3 

CN=10) 


Other 


7.5 

CN=14) 


Unspecified 


5.3 

CN=IO) 




Total 


il 

100.0 3 
CN=187) ; 



-Includes only those children for whom an individual plan of service was 
reported to be available. 
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children with reported individual plans, the file v/as not received 
in time to use ^it for planning purposes, In only a few cases was the 
report too general, technical or out of date for use in developing a 
child's individual plan. 

Planning and Implementation of Activities in the ClassraoHr 

As stated before, successful mainstrisaming of handicapped chil- 
dren involves much more than their actual physical presence in the 
classroom. There must be a delicate balance between individualized 
instruction and integration into the classroom. Each child should 
receive specialized instruction, yet this should not go so far as to 
exclude the child from classroom activities. 

Table 8.5 shows that teachers planned activities that excluded 
the handicapped in only a few cases. For the majority of cases, 
activities were planned fox all childien the same way or were planned 
for all children, but modified for the handicapped children. Combined," 
these two approaches comprised the manner in which activities were 
planned for approximately 80 percent of the sample. Broken down by 
specific objective areas, percentages for homogeneous planning ranged 
from 35.3 percent in the area of communication to 49. 4. percent in the 
objective area of self -concept development . Those cases in which 
general plans were .made for all children with modification . for 
specific children ranged from 37.5 percent in the area of self -concept 
development to 48.0 percent in the cognitive development objective area 

Similarly, Table 8.6 shows the manner in which activities were 
actually conducted in the classroom. Again, very few children were 
excluded from activities because of their handicapping condition. 
Most respondents indicated that activities were conducted for all 
children the same way. Percentages in this category, ranged from 
45.4 percent in the area of communications act ivities to 57.6 percent 
in the area of self-concept development activities. Of secondary 
frequency, teachers indicated that activities were specifically con- 
ducted for the handicapped child. Percentages in this category 
ranged from 30.9 percent in the self concept objective area to 
42.8 percent in the area of communications activities. 
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TABID 8.5 



Manner of Planning Activities By Objective Area 


Objective Area 






Hinner of PlaniiinR 








Row Total 
i of Row 


PlaiDKiil for 
all Lliiidrcn 
tlse Same Way 
t of Row 


Planned for 
all Children 
Uit Modified 
for this Child 
\ of liow 


Planned because 
of this Child's 
Handicapping Condition 
but not Planned 
for all Children 
, t of Row 


Not Planned 
for this (liild ' 
Because of Ibmliajp 
' hit Planned for 
Other riiilJron 
\ of Row 


Mo 

\ of Row 
















Cognitive 


100.0 


40.5 
(N-109) 


48.0 
(NM29) 


9.7 

(N=26] 


1,1 

m) 


0.7 
(N=2) 


CoaiiKinication 


100.0 


35.3 
(N=95) 


44.6 
(N-120) 


18.6 
(N=50) 


i.i 

{N-3) 


0.4 
(N-1) 


Self llelp 


100.0 


47.2 
(N=127) 


40.1 

(hf^lOS) 


11.5 
(N=31) 


0.7 

m) 


0.4 


Self totcept 


100.0 


49.4 
' (N=133) 


37.5 

(N=101) 


11.5 
(N-31) 


0.4 

m) 


1.1 

(N=3) 


(Iroiiii Fbtor 


100,0 
{N=269) 


42.8 
(N=115) 


43.1 

■ (N-116) 


12.6 
(N=34) 


0.7 

m) 


0.7 

(N=2) 


Fine Motor 


100.0 
{N-269) 


42.0 
(M13) 


44.2 

(N-119) 


11.9 

(N=32) 


0.7 


l.l 


Oilier 


lOu.O 
(N=269) 


3.3 

1 


6.3 . 
(fJ=17) 


3.7 

(N=10) 


0.4 


86.2 
(N=232) 
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TABLE 8.6 



Manner of Conducting Activities Sy Objective Area 


Objective Area 






Marnier of Conducting Classroom Activities 








Kuw Total 
\ of Row 


"onJiictcil for 
all Giildrun 
the 2ajie hiiv 
\ of Row 


Conducted for all 
Handicapped 
Qiildren 
the SaiTiC Way 
\ of tow 


Specifically 
Conducted for 
this niild 
\ of Row 


Not Conducted for 
this Oiild Because 
of Handicap 
But Done for 
Other Qiildren 
' 1 of Row 


No 

t^usponse 
\ uf \>m 
















Cognitive ■ 


100.0 
(N=269) 


50.9 


11. 5 


36.1 

(N=97) 


1.1 

m 


0.4 

(N^l) 


Ccfliitinication 


lUO.O 


45,4 
(Mil) 


10.4 

(N-28] 


■ 42.8 ■ 
(N=115) 


1.5 
(NM) 




Self lielp 


100.0 
(f^269) 


55.0 . 
(N=148) 


10.8 
(M=29) 


33.8 
(N-91) 


0.4 
(N=l) 


* 


Self Concept 


100.0 


57.6 • 
(N^155) 


10.8 
(N=29) 


■ 30.9 


0.4 
(N'l) 


0.4 

(N=l) 


Gross Mor 


100.0 
{N='269) 


51.7 

(fM39) 


"9.7 

(N=26) 


37.9 
(N=102) 


0.7 


* 


Fine ibtor 


100.0 
(11-269) 


50,6 

(M=136) 


9.7 

(N=26) . 


38.7 

(N^104) 


0.7 

(N»2) 


0.4 

(NM) 


Other 


100.0 
(1^269) 


4.1 

(f^ll) 


I.l 

IN^3) 


8.6 

(N=23) 


0.4 

m) 


85.9 

^ {N-23I) 
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In general, there seems to be a pattern of greater individualiza- 
tion in the area of communications activities and objectives and a 
more homogeneous approach to dealinr with self -concept development. 
Howei/e/t, CLcn,066 aZl objzctlvz cfiza^ , thz data LndA^catz that Iyi- 
dZvZduaZ^zzd pZannZng ^o/i tkz 6amplz chZZd^zn occu/i^tzd 6omziokat 
lYiiA,ZQiLzntZi} , and IndlvldiiaZlzzd actlvltZz^ 'joz^z conductzd ^o^^ tkzm 
zvzYi Zz6 6 iizqiizntlij . The handicapped children were treated in a 
similar manner to the other children in the classroom. 

Curricula 

The type and orientation (performance -based or experienced- 
based)-'^ of curricula used in Head Start programs indicate the de- 
gree to which standardized materials are utilized and the philoso- 
phical approach to teaching that is predominant. Some form of specific 
written curriculum was used for more than three- four ths of the sample 
children (79.6%; s^e Table 8.7). Table 8.8 shows that, across all 
objective areas, locally. designed materials were the favored type of 
curriculum. The most frequent type of standardized curriculum re- 
ported was that associated with the Learning Accomplishment Profile 

(LAP). A -combination of other typ s of formal curricula occurred 

2/ 

with secondary frequency,--'' followed by the Peabody series (especially 
for use in. the area of communication). 



—An experience-based objective is a statement of the action to be 
taken by a teacher or instructional setting for a child that does 
not predict or specify the outcome of the event in terms of child 
behavior or skills • On the other hand, a performance-based objec- 
tive is a statement for a child that specifies what he/she will 
be able to do or choose to do as a result )f instruction. 

2/ 

- This category may include such types of teaching materials as the 
> Portage Project, Bank Street, or Goal Curricula. 
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Table 8.7 



Number of Cases Where Specific Written 
Curricula Were Used 



Specific Curriculum, used ''^^^=214) 
Specific Curriculum Not Us^d 

Not Reported ^ [li'S) 



Tr.1■^^ 100.0 
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TABLE 3.3 



Written Curricula Used by Objective Area 



ieclivc Arcii 



Ciirriculum 



Locally 
Pcsijined 



Cognitive 



romiuniciitinn 
Sliills 



Seif-liclp 100 
.Self-concept 
dross motor 100 
Fine motor 
Other 



37.2 



'14.2 

N=2()r) (N= 

N=26i)) , (N= 
41.3 

N=26!)l (N= 

1 41,3 
N=269) (N=- 

7.8 

N=26!l) (N=: 



13 



3 



5 



6 

N«23) 
8 

N'37) 
7 

N^IO) 
1 

2 

N=14) 
2 

N=14) 
4 

N'l) 



Learn i UK 
p 

Accoiiiplishincnt 

Profile (LAP) 

t of \}r\u 


Hontcssori 
Curricula 

t Ul HOW 


School 
Before 
Six 

I 01 HOW 


LOiJier UGvCiOptiicni j| 
Hatcrials/Rebus 
Progra'iii Curricula 

\ 01 ilOW 


Other 
I of Kow 


I'lirrkiiln 
Not liscil/ 
No 

Response 
1 of How- 


14.5 


0.7 


0.7 


0.7. 


12.l>/ 


ii.f 




(N'2) 


■ (N-2) 


(N=2) 


(N"34) 


■ (,\'"59) 


13.8 


0.7 ■ 


,0.7 


0.7 


14.9 


i:;.2 


(N-=37) 


m) 


■ (N=2) 


(N=2) 


(N=40) 


(K=49) 


14,9 


1,9 


1-.5 


0.7 


10.0 


J3.0 


(NMO) 


(N=5) 


(N=4) 


m) 


(N=27) 


(N=6'2) 


12.3 


0.4 


0.7 


0.7 


11.2 




(N=33) 


(N'l) 


(N=2) 


(N»2) 


(N=30) 


(K"M) 


14. S, 


0.7 


0.7 


0.7 


14.1 


22.7 


(N^39) 


m) 


(N-2) 


(N=2). 


(N»3S) 


(N-61) 


14.9 


0.7 


1.1 


0.7 


12.3 




(N'4l)) 


(N=2). 


(N'3) 




(N'33) 


(N'64) 


4.1 






0.4 


. 2.2 




(N«ll) 






(N=I) 


(H'6) 


(r'229) 



2,32 
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Table 8-i;9 illustrates the orientation of the teaching materials 
used. A mixture of performance -based and experience -based curricula 
was used in more than half of those cases for which specific written 
curricula were reported (55.5% across all objective areas). Perform- 
ance based materials were reported a total of 30.0 percent of the 
time, while experienced-based curricula occurred across all develop- 
mental areas for 14.5 percent of the responses. It was the impres- 
sion of field staff, though, that in instances in which mixed curricula 
were utilized, the experiential component was often emphasized over 
the performance based component. 

No n-Hea d Start Planning and Curricula- ^ 

Similar information was collected on planning and curricula 
typically used for handicapped children in non-Head Start programs 
and, where appropriate, general trends are compared to trends that 
emerged for the sample Head Start children. Direct comparisons 
cannot be made because the Head Start data are child-specif ic and 
the non-Head Start data are program- specif ic , and the response 
options "differed as well. 

Develc^Rment of ag ^jfld ividual of Services 

Tabid S.10 j^^atu^ that all 46 oi thz yion-Haad Staxt pA.ogA.am4> In- 
dlcatzd tke^s dzJidlopzd an ^nd^vZdaal plan 6ZAvlcz4> ^oA tkzlA 
handicapped cfiiJtdAe.yi and, with the exception of one program, these 
■plans were wr itten\_ Only seven (15.2%) non-Head Start programs 
reported that the individual plans contained only an education 
component. The remaining 39 programs (84.9%) developed individual' 
plans of services which more-or-iess comprehensively addressed the 
needs of each child. 

The most frequent component of the plan of services reported by 
non-Head Start programs was that of special therapy; 84,8 percent of 



17 



All data in this section are program-specific, 
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TABLE 8.9 



/ 





j 

Performance or Experienced Based Curricula by 
Objectiv-e Areal/ 




Objective Are 


s. 




PllTTi Pill iim 

Ci 1 1 J. ^ Li,X dill 


Ui Xtili Ld. L ion 








Total ** 
% or Row 


Performance 

O d O \7 Li 

% or Row 


5'xperience 
' ' 1 of Row 


Mixed 
% of Row 


Cognitive 




100 

(N-212) 


33.0 

(N=70)/ ■ 


12.7 

CN=27) 


54.2 

(N=115) 


Communication 


Skills 


100 

(N=220) 


.29.5 

(N=65) ■ 


12.7 

CN=28) 


57.7 

(N=127) 


Self-help 




100 

(N=206) 


30 .6 

(N=63) 


15.5 

. .(N=3 2) 


53.9 

(N-111) 


Self-concept 




100 

(N=208) 


23.6 

CN=49) 


20.7 

(N=43) 


55.8 

(N=1I6) 


Gross Motor 




100 

(N=208) 


32 , 2 
(N=67) 


13.0 

(N=27) 


54.8 

(N=114)^ 


Fine Motor 




100 

(N=204) 


31.4 

(N=64) 


12.3 

(N=25) 


56.4 

(N=115)- 



—Includes only those children for whom specific written curricula were 
used. 



\ 
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TABLE 8.10 



Manner in Which Children ' s . Services are 
Non-Head Start Programs 


Planned in- 


Manner o£ Planning 


^ Ox lotai — 


Program develops Individual Plan o£ Services 


100.0 ■ 


Plan of Services is Written 


97.8 

CN=45] 


Plan includes only an Educational Plan 


_ '3.2 
CN=7] 


■pj.3.n mClUCieS CQUCaLXUIl do wcxx ca.o wun^^x 

Service Areas * 


84.8 

CN=39] 


Other service . areas .included in Plan: 
Health 


65.2 

In *- J U J 


Social Services n;^ 


67.4 

CN=31) 


Parent Involvement. . \ 

.... ■ \ 


80.4 

CN=37) 


Special Therapy 


84.8 

CN=39) 


Other 


2 3.9 

CN=11] 



V -^'ercentages derived from total number o£ non-Head Start programs (46) 
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the programs (N=39) reported the inclusion of this component. 
Parent involvement was the next most frequently reported component; 
37 programs (80.4^5) indicated this was included in each child's plan. 
Health and social services were also reported as components in the 
individual plan by the majority of non-Head Start programs .i'^ 

Planning and Implementation of Activities in the Classroom 

It is difficult to make comparisons between information gathered 
on planning and implementation of classroom activities for Head Start 
and non-Head Start programs, not only for reasons cited elsewhere, 
but also because the response categories in the respective question- . 
naires were slightly different. Nevertheless, Tabtz S.ll 6hovo^ a 
6tA,ong pKzizn,zhc.(i ^oa. ZndZ\;Zdual^zzd ptannZng non-Hzad Stcin.t pAo- 
g/iam^. Between approximately 89 and 95 percent of the non-Head 
Start programs reported individual planning for each handicapped 
child across all objectives areas. In contrast ^ for the Head Start 

cases responses were fairly evenly distributed . between planning for 

,.- \ ' .... 

all children the same way and planning for all children, but 
modifying for a part icular child (see Table 8.5). 

SA^m^tciKty , non-Hzad StaJit ZmptzmzntatZon act^\;A.tiz6 lOa^ at6o 
kzavA^ty A.ndZvA.duatZzzd'' {see Table 8.12). Across all objective areas, 
approximately 89 to 100 percent of all prograhis reported that activi- 
ties were most often conducted individually for each handicapped 

2 / 

child. While for a number of Head Start cases, this response^ was 
reported, for an even larger number of cases. Head Start classroom 
activities were conducted for all^ children the same way. Tkz zxtznt 
to u)hA.(Lh ikz acit^\jZtZz6 ptanmd on. donduatzd Zvi an ZndZvA.duatA.zzd 



—Figures are 65,2 percent and 67.4 percent, respectively. 
II 

—'The responses were worded -in a slightly different manner. For 
non-Head Start the response was: ''Often conducted individually 
for each handicapped child." The Head Start response was: 
''Specifically conducted for this child." 
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TABLE 8.11 





Manner in Which 


Activities are Planned by Objective Area in 








Non-Head Start Programs 






Objective. Area 


1 . 
I 




Manner of Planning. 










Planned for 




Planned 








Handicapped and Planned for' 


Individually 








Non-handicapped all Handicapped 


for each Handi- 


No 




Total 


the same wav 


the same way 


capped child 


Response 




i 1 of Row 


\ of Row 


\ of Row 


: of Row 


1 of Row 


Cognitive ' 


100 ■ 


4,3 


. 6.5 


89.1 




(N=46) 


(N=2) 


(N=3) 


(N=41j 




Coimunication 


100 


■ ' 2.2 


2.2 


95.7 






(N=46) 


(N=l) 


■ (N=l) 


(N=44j 




; Self-help j 


100 


4.3 


' 4.3 


. 91.3 




(NM6') 


(N=2) 


(N=2) 


(N=42) 




Self-concept 


100 . 


4.3 


4.3' 


89,1 


2.2 


(N=46) 


(N=2) 


(N=2) 


(N=41) 


(N=l) 


Gross Motor 


100 


2.2 


8.7 


89.1 


* 




(N46) 


(N=l) 


(N=4) 


(N-41) 




. Fine Motor 


100 


2.2 


6.5 


91.3 


* 




(N=46) 


(N=l) 


(N=3) 






Other 


100 




2.2 


30.4. 


67.4 . 








(N=l) 


(N=14) 
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Manner ih Which Activities are Conducted by Objective Area 
^. in Non-Head Start Programs 



Manner of Conducting Activities 

Conducted for Often Conducted 

Handicapped and Conducted for Individually 

Non-Handicapp.ed all Handicapped for each Handi- No 

the same way ' the same way capped child Response 

\ of Row 1 of Row I of Row, \ of Row 



\ ■ ■ 
Cognitive 


100 

(N=46) 


2,2 
(N=l) 


i. 1 

■(N=4), 


89.1 
(N-41) 


* 


Communication " 


100 

(N=46), 




* 


100.0 ■ 
(N=46) 


* 


Self-help . 


100 ' 
(N=46) 


4.3, 
[N=2) 


2.2 . 
' (N=l) 


, 93.5 
(N=43). 


* 


Self-concept 


100 ■ 

(N=46) 


, 4.3 
'(N=2) 


■4.3 
(N=2) 


89.1 , 
(N=41) 


2.2 

m) 


Gross Motor 


100 




8.7 


■ 9L3 

('N=4?V 


* 


Fine Motor 


s 

100 

(N=46)' 


* 


. .4.3 . 
(N=2) 


89.1 
(N=41) 


6.5 ■< 
■ (N=3) 


Other 


100 

(N=46) 


2.2 
(N=l) 


* 


. 6.5 
(N=3) 


91.3 . 
(N=42) 
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Objective Area 



• . Total 
^ I of Row 



mayinz^ dZd not dzpzYid on i^kzthzn. thz p/iog/iam p/iovZdzd a maA.n6t/itam 
^zttlnQ ion. It^ kandldappzd cklldKznX^ Tkl^ ^IndlyiQ Indldatz^ that 
tkz {^ddt that Hzad StaJit pnognam^ matn4>tn.^am handtcappzd cktld/izn - 
cannot fae don^tdznud to tnktbtt tkdtn ability to Individualize, 
cla^^/ioom actlvltlz^. 

Similar Vto the figures for Head Start,-/ most of the non-Head 
Start programs used specific written curricula (78,3%). Between 
37 and 50 percent of the non-Head Start programs reported using 
locally-designed materials for teaching curriculum (see Table 8,13). 
This was also the most preferred type of curriculum for the Head 
Start children. 

While the types of teaching materials were similar for both 
programs, the orientation of the curriculum was- slightly different. 
On the; average. Head Start programs used materials that were a 
mixture of performance and experience -based , In contrast. Table 8,14 
shows a proportionately greater preference for performance-based, 
curricula in non-Head Start programs; the average. for all objective 
areas was 44.4 percent performance-based, .42 , 0 percent mixed, and 
14.5 percent experience-based. 

Summary of Bindings 

The following is a summary pf the major findings concerning 
planning and curricula in Head Start and non-Head Start programs: 

• There was some confusion surrounding the concept of an 
individual plan of services. Only half of the Head 
Start children had individual pLins of service, and 
these varied greatly in quality an^d comprehensiveness. 

• A child *5 diagnostic file was not always used to 
develop an individual plan of services for the 
handicapped children in Head Start. Th. diagnostic 
file was used extensively in the development of 

. service plans for only 78 of the 269 sample children. 



- Conclusion fr^m a comparison of 13 non-Head St^rt programs with a 
classroom mainstreaming component with non-Head Start programs 
that did not mainstream in the classroom. 

^^See Table 8.7. 
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TABLE 8.13 



Distribution of Written Curricula used by Objective Area in Non-Head Start Programs 



Objective Area 



Curriculum 



Locally 

Designed 
Total ** Materials Peabody 
t of Row I of Row % of Row 



Cognitive 100 
Communication 100 

( 

Self-help 100 
Self-concept 100 
Gross' Motor 100 

I 

Fine Motor 100 
Other 100 



(N=46) 



(N="46) 



(NM6) 



(N-46) 



(N-46) 



(N-46) 



(N»46) 



37.0 : 

mn 

39.1 
fN=18) 

50.0 
(N'=23) 

4S.7 
I (N=-21) 

39.1 
(N=18) 

39.1 
(N^IS) 

19.6 

(N=9) 



8.7 

(N=4) 

10.9 
. (N-5) 

2.2 
(N=l) 

2.2 
(N=l) 

4.3 

(N-2) 

4.3 

(N='2-) 

2.2 

, (N-1) 



Learning 
Accomplishment 
Profile (LAP) Other 
S of Row \ of Row 



Portage Written 

Project Curricula 

Curriculum Not Used 

I of Row i of Row 



4.3 

(N=2) 

4.3 

(N=2) 

4.3 

(N=2) 

4.3 

(N=2) 

6.5 

(N-3) 

6.5 

(N=3) 

2.2 

.{N=l) 



19.6 

15.2 

" (N=7) 

10.9 
{N=S) 

10.9 

(N=5) 

17.4 

(.N=8) 

17.4 

(N=8) 

2.2 
CN=1) 



8.7 

(N=4) 

8.7 

(N=4) 

8.7 

(N=4) 

4'. 3 
8.7 
8.7 

■ (N=4) 

2.2 
(N=l) 



21.7 
(N=10) 

. 21.7 
(N=10) 

23.9 ' 
(N=ll), 

32.6 

(N=1'5) 

23.9 
' (Nrll) 

23.9 
(N-11) 

71.7 
(N=33) 
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TABLE 8.14 



Distribution of Performance or Experienced Based Curricula by Objective Area for those Non-Head 
Start Programs in which Specific Written Curricula were Used 


Objective Area 




Curriculum Orientation 






Total ** 
i of Row 


Performance 

Based 
t of Row 


Experience 
, Based 
1 of Row 


Mixed 
% of Row 


Total 


100 

(N=207) 


44.4 


13.5 


42.0 


Cognitive 


100 

(N-36) 


38.9 
(N=14) 


13.9 
(N«=5) 


47 ? 


Communication Skills ' 


100 


4.1.4 
(N»16) 


ILl 
• (N»4) 


44.4 
(N=16) 


Self-help 


100 

• (N=35) 


45.7 
(N=16) 


17.1 
(N=6) 


37.1 
(N*13) 


Self-concept 


"100 

(N=32) . 


37.5 

(N=12,) 


15.6 
(N»5) 


46.9 
(N-15) 


Gross motor 


100 

(N=34) 


50.0 , 


11.8 
(N»4) 


38.2 


Fine Motor 


100 

(N=34) 


50.0 

(N-17)\ 


11.8 
(N«4) 


38.2 
CN-13) 
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Classroom activities vere not necessarily planned or 
implemented in an i^diyi(i^^li2ed manner for the Head 
Start handicapped chii^ipen. A mixture o£ f^ll in- . 
tegration and individualized instruction in Particular 
objective areas seemed to be the general P^'^'^^ern. 
Children were rarely excluded from activities due 
to their handicapping condition- Since th® non-Head 
Start program predomii^^ntly individualized their 
activities regardless q£ whether they mainstreamed 
their children, the fact that Head Start mainstreams 
does not appear to expiain the relatively lower rate of 
individualized activities. 

Locally designed "^ate^^ials with a mixtui^e performance 
and experience-b^sed criteria were the favored curricula 
in Head Start programs. 

Non-Head Start pt^^graifis had a much higher incidence of 
reported individual Plans o£ service; a repc^rted higher- 
degree of individualized instruction; and shoved a 
^preference for perf orinance-based curricula relative to 
Head Start progr^iJis. 
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MONITORING ACTIVITIES 



.One of the critical activities related to the process of providing 
services to hanaicapped children according t;o an individualized plan 
is monitoring . Monitoring can be described as the process by which 
the services provided to the child are evaluated in terms of the 
child's response to these services. A child's plan of services can 
then be modified on the basis of results of monitoring activities. 
That is, assessment of child progress, accomplished by monitoring, 
is intended to feed into an evolving plan of services. The Head Start 
Program Performance Standards indicate that procedures shall be used 
for "ongoing observation, recording and evaluation of each child's 
growth and development for the purpose of planning activities to suit 
individual needs" (p. 10). These procedures, which are referred to as 
monitoring activities, shall "be usf^d for reviewing each child's 
progress and modifying the program when indicated." The following 
questions related to monitoring activities are investigated in the 
context of this chapter: 

© For ?iuw many of the sample handicapped children in 
Head Start were monitoring activities conducted? 

• What types of techniques were used to monitor the 
progress of the sample handicapped children? Wh^ " 
professionals most frequently conducted monitoriiig 
activities? 

® To what extent were the sample handicapped child- 
ren's individual plans of service modified as a 
result of monitoring activities? 

• How do the" monitoring activities typically con- 
ducted in the non-Head Start programs compare to 
the activities conducted for the sample handicapped 

— childr e n --i-n^H©^ d— S ta r t ? x 
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All Head Start data are child- spec if ic a^i all non-Head Start data are 
program- specif ic . 

Head Start Monitoring 
Extent of Monitoring Activities 

Program staff reported that regular monitoring or progress re- 
ports were completed for 263 of the sample children (97.8^0; and, 
although the field staff located monitoring or progress reports in 
children's files for slightly fewer children (81.8?Oj is nonethe- 
less apparent that monitoring actlvltlz^ oq 4ome type. we/Le conducted 
^or thd majority o thz ' dkltdmn . 

Type of Monitoring Activities Conducted 

Table 9.1 indicates that unstructured observation was, overall, 
the most frequently used monitoring technique (used for 75.5% of the 
sample). Teacher or center designed assessments and parent reports 
were each used for approximately one-half of the children (54.6% and 
47.6%, respectively), whereas assessments that were part of a curricu- 
lum package or other formal tests were used for only one-quarter to 
one-third of the sample (34.2% and 24.5%, respectively). Tha6 , Ho^ad 
Start programs LUe,d an6tractare,d ok Inf^oKmat monlton^lng te,chnlqa^6 ■ 
'{^OK iax more, children tkan ^OK u)hom thty a6e,d standardized tQ,6ts ok 
6tKactuKzd cfiecfe Il6t6. Furthermore, the informal techniques such 
as observation and parent report were used far more frequently (i.e., 
weekly or monthly) than the standardized tests or curriculum- specif ic 
assessments. The' latter techniques were primarily used no more than 
twice a year. 

Monitoring techniques were administered by predominantly one 
type of professional, the teacher (Table 9.2). Of the 514 instances' 
of monitoring reported in the sample of 269 children, 77.6 percent 
(399 instances) were conducted by the child ^s Head Start teacher. 
Other types. of professionals were very infrequently used to monitor 
children's progress • 
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TABLE 9.1 



Monitoring Techniques Used by Head Start Progi'ains by I'reqiiency of Application 



^ Fre^juency 

Assessments That Are 

Formal . Part of Specific Teacher/Center 

(Standardized) Curriculum Designed Unstructured Parent 

Tests Package Assessment Observation Report Other 

\ of Column \ of Column ^ of Column Uf Column Coluii Uf Column 



Totali' 


24.5 
(N=66) 


3-1.2 
(N=92) 


54.6 
(N=147) 


75.5 
(N=203) 


47.6 
(N=128) 


13.8 
(N=37) 


Weekly 


9.1 
(N=6) 


14.1 
(N=13) 


19.0 
(N=28) 


■ 56.2 
(N=114) 


25.8 
(N=33) 


18.9 
(N=7) 


l^fonthly 




1.5.2 
(N=14) 


17.7 
■ (N=26) 


7.9 
(N=16) 


28.1 
(N=36) 


37.8 
(N=14) 


TVice a Year 


^l.S 
(N=34) 


25.0 
(N=23) 


10.9 
(N=16j 


0.5 
(N=l) 


20.3 
(N--26) 


13.5 
(N=5) 


Yearly 


12,1 


4.3 
(N=4) 


2.0 
(N=3) 








Other 


2'/. 3 
iN=18) 


41.3 
(N=38) 


50.3 
(N=74) 


35.2 
(N=72) 


25.8 
(N--33) 


29.7 
(N=ll} 



- Percentages in the "total" row are based on a sample size of 269 children and, thus, reflect the percentage 
of the sample monitored using each technique. All other percentages are based on column- specific totals 
rather than on the total number of sample children,. 
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TABLE 9.2 



Professionals ivho Provided Nfonitoring Services 


to Head Start Qiildren i/ 


Head Start Teacher 










399} 


Speech Pathologist 


5.6 




CN= 


29} 


Psychologis t /Psychiatrist 


2.1 




(N= 


11} 


Nurse 


1.9 






CN= 


10) 


Physical/Occupational Therapist 


1 . 9 






(N= 


10} 


Social Worker/Certified Special 


1.6 




Education Teacher 




8} 


Op thomologi St/Optometrist/ 


1.4 




Audio logist 






Physician 


1.4 




(N= 


7} 


Other 


6.4 






(N= 


33} 


Total** 


100 






(N= 


514) 



-^Childr en were often monitored more than once during the program 
year; as such, there were 514 instances of monitoring locat 1 in 
the sample children's files, and the percentages are based on 
this figure. 
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Nfodif ication of Individual Service Plans 

Program staff indicated that individual plans of services were 
modified as a result of monitoring activities in 172 casv^s (63.9% of 
the sample children). Hov/ever, according to staff reports, only 187 
children had individual plans and, therefore, plans were modified 
due to monitoring activities for almost all of the children who had 
individual plans (91.8%). These data indicate that, on the whole, 
results of monitoring a txvities were being used to modify the child- 
ren* s plans of service in accordance with their progress. However, 
the data do not permit inferences about the extent to which plans of 
service were appropriately modified as a result of monitoring or 
the quality of the monitoring acti^"ities themselves. 

Non-Head Start Monitoring Activities 

All of the non-Head Start programs indicated that they regularly 
monitored the progress of the handicapped children in their programs 
(100.0%). The pattern of monitoring techniques used by non-Head 
Start programs is similar to the pattern used by Head Start programs 
(see Table 9*3). That is, teacher/center designed assessments -nd 
unstructured observation techniques were most frequently used ('5.1% 
and 65.2% of the programs, respectively), followed by parent report 
(60.9%). Formal tests and curriculum-specific assessments were used 
less frequently than the other techniques (54.3% and 39.1% of the 
programs, respectively). 

Summary of Findings 

e Head Start program staff indicated that monitoring 
activities were conducted for virtually all of the 
sample children, although monitoring reports were 
located in children's files in slightly fewer 
cases (81.8%). 

e Unstructured and informal monitoring techniques 
were used far more frequently for the Head Start 
sample children than formal standardized tests 
or other stru'ctxired techniques. Children's 
teachers usually conducted monitoring activities. 

9.5 
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TABLE 9.3 





toitori Techniqiiei 


Used by Non-Head Start Programs by Frequency of Application 








Monitoring Technique 












Assessments That Are 






i 






Fomal 


Part of Specific 


Teacher/Center 




1 






(Standardized) Curriculum 


Designed 


Unstructured 


Parent ' 






Tests 


Package 


Assessment 


Observation 


Report 


utner 




tof Column 


\ of Column 


1 of Column 


\ of Column 


\ of Column 


\ of Column 
















Totalis 


54.3 


j9.1 


76.1 


65.2 


60.9 : 


28.3 




(N=25) 


(N=18] 


iN=35j 


(N=30) 


(N=28) 


(N=13) 


Weekly 






2o:o 


56.7 


7.1 


7.7 








(N=7) 


(N=17) 


(N=2) 


(N=l) 


Monthly 


8.0 


5.6 ■ 


20.0 


10.0 


32.1 


30.8 




(N=2) 


(N=l] 


(N=7) . 


(N=3) 


, (N=9) 


(N=4) 


Tijirp ^l Ypor 
IWitt a ICdl 


40.0 


38.3 


14.3 


* 


7.1 






(N=10) 


(N=7) 


(N=5) 








Yearly 


28.0 . 

■ (N=7) 


5.6 
(N=l) 




* 


3.6 

(N=l) 


15.4 . 


Other 


24.0 


,50.0 


45.7 


33.3 ' 


■50.0 


46.2 




(N=6) 


(N=9) 


(N=16) 


(N=10) 


(N=14) 


(N=6) 



-Percentages in the "total" row are based on a sample size of 46 programs and, thus, reflect the percentage 
of the programs that used each type of technique for monitoring purposes. All other percentages within each 
column are based-on the total within the column,rather than on tlie total number of non-Head Start programs 

2'^2 



Plans o£ service o£ almost all o£ the children 
who had such plans were modified as a result o£ 
monitoring (91.8%)- 

All of the non-Head Start programs reported they 
regularly monitored the progress of handicapped 
children in their programs. Most frequently 
reported monitoring techniques were similar to 
those -used for Head Start children. 
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SERVICE PROVIDERS 

To facilitate comprehensive service delivery to handicapped 
children in a mainstream setting. Head Start often supplements the 
services of the program staff with services from a wide variety of 
professionals. These prof essionals . are primarily used to conduct 
screening and diagnostic procedures, and they also participate in the 
delivery of health, 'therapeutic, and/or educational services to Head 
„ Start . handicapped children. 

The examination of the prevision of services to children and the 
professionals/agencies used for service delivery reflects the interest 
of the staff of the Administration for Children, Youth and Families 
in a child-centered approach to, service delivery. A child-centered 
approach is characterized by a willingness to go beyond the bounda- 
ries of one's own program to secure the most appropriate services 
for the children [i.e., coordination" with external agencies and 
professionals) . Children who are served by a variety of pro- 
fessionals appropriate to their needs may be considered to be recip- 
ients of child-centered services. In contrast, an agency -centered 
approach is characterized, in part, by a concern with one's own 
agency "turf" and an unwillingness or inability to cooperate with 
other agencies for securing services for handicapped childrenv 

This chapter provides information on service providers used by 
the sample Head Start programs from two perspectives. First, the type 
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of professionals used and the type of services provided to the sample 
children is presented. These data are child-specific. .Secondly, the 
sample of' service providers is described; these data are similar 
to the first data set but are service provider - specif ic . Finally, the 
type-s of service providers generally used by non-Head Start programs 
are described; these data are program- specific . The questions which 
are investigated in this chapter are: 

e How many handicapped children in the Head Start sample 
received services from specialists at least once 
during the program year? What types of specialists pro- 
vided services to the children? What types of services 
did they provide? 

e How many handicapped children in the Head Start sample 
received services from specialists on at least 
a weekly basis ? With what agencies were the regular 
service providers affiliated? How were their services 
secured and who paid for their services? 

© How many sample handicapped children who did not receive 
services from a Head Start staff member with a degree m ' 
special education also did not receive regular (i.e., 
weekly) services from outside professionals? 

o How do the services that were provided by specialists to 
the sample of handicapped children in Head Start compare 
to services that- were typically provided to handicapped 
children in the non-Head Start programs? 

■ Head Start Service Providers 

Professionals Who Provided Services to Sample Children 

Head Start staff indicated the number and type of profes s ionaljs 
who provided services to the sample children, their areas of involve- 
ment. Head Start's role in securing their services, and the manner in 
which these professionals were paid. X^ata in this section are based 
on a sample of 269 children, and are child- specific . 

Fo/i almost all tkz 4amp£e cklldKzn, Hzad Staxt utLUzzd pAo-_ 
it66lonal ^pzclalUti ioK pfiovl&lon oi ^zfivlczi> at Izait oncz du.xlng 
tkz pfioqfiam yzan. (243 o^i 90.il). Table 10.1 presents the area of 
specialization of the professionals by the percentage of children to 
whom they provided services (see far left column). Nurses and speech 
pathologists/therapists provided services most frequently (to 51.7% 
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Prolessioiiais used ror rrnvision oi .'services to Study Children and Area of Involvement 










Involvement Area - 










Professional 


Total 
Children 
Served 1/ 


LI 1 ' » t 

Works with 
Ciiild at 
Another Site 


Works with 
rhilil in 
tlie Classroom 


Trains/Consults 
with Teacher 


Trains 
Parents 


L'valiiates 

Child's 

rrogress 


Observes 
in 

ClassroQU 


Other 


















Physician 


(N=119) 


76.5. 


10.9 
(N=13) 


16,8 
(N=20) 


14.3 

(N=17) 


53.8 
(N=641 


5.0 


7,b 
(N=5] 


Hurse 


51.7 
(H=139) 


34. S 

(N«48) 


30.8 

(N=79) 


ft. 1 

(N=92) 


59.0 

(N=82) 


68.3 
(IJ=95) 


53.2 ' 
tN=74) 


7, 9 

m\] 


Psycholojist/ 
Psychiatrist 


41.3 
(N^lll) 


42.3 
(N=47) 


51.5 
(N=35) 


73,0 
(N=81) 


36, U 

(N=40) 


■ 77.5 
(N=86) 


55.8 
(IJ=62) 


5.4 

[N=6) 


Speech • 

Pathologist/ 

Therapist 


49.4 


68.4 


50.4 
(N=67j 


67,7 
(N=90) 


53.4 
(N=71) 


88,7 
(N=1181 


55.6 
(N=74) 


5.8 

(N=S) 


Social Worker 


40.1 
(N'-'lOB) 


IE. 5 
(N--20) 


36,? 
(!i=421 


63.9 
(N=69) 


78.7 
(N=85) 


35,2 
(N=38) 


54.6 
(N--59) 


13.0 
(tM4) 


Nutritionist/ 
Dietician 


U.3 

. [Ml] 


9.1 
IN--3) 


21.2 
(N=7) 


100.0 
(N=33) 


72.7 
(N=24) 


45.4 
(N=15) 


45.4 
(N'lS) 




' Certified 
Special Educa- 
tion Teacher 


22.3 


55.0 
(IJ«33) 


36.7 
(N=22) 


65.0 
(N=39) 


55.0 

(fJ=33) 


75, U 
(NM51 


61.7 
(N=37) 


0. 

IN=5) 


Physical 
Therapist 


14.9 
(NMO) 


87.5 
(N-35) 


27.5 
(N=ll) 


60.0 
(N=24) 


55.0 

(i; 2) 


62.5 
{N=25) 


30.0 
(N'12) 


5.0 

m] 


Occupational 
Therapist 


8.2 

(N=22) 


90,9 
(N''20) 


31.3 

m 


68.2 
(NMS) 


68.2 

(NM5) 


95.4 
(N'21) 


27,3 




Opthamologist/ 
Optometrist 


12.6 
(N»34) 


91.2 
(N=31) 


2.9 


29.4 

' (N=10) 


29.4 
(N=10), 


52.9 
(N'18) 




8,8 
IN=3) 


Other 

Specialist 


23.8 
(N»64) 


51.6 
(N=33) 


59.4 
(N=38)- ■ 


71.9 
(N=451 


50.0 
(N=32) 


78.1 
(N^5rt) 


68.8 
(N4) 


4.7 
(N=3) 



-'PerccntaRcs for this column based on total iiiinihcr of children in the sample (N=269). Por example, 119 children (44. 2t) 
were served by physicians. 

^/Percentages for each row of involvement areas based on number of children served by the corresponding professional type. 
" For exanplc, 51 of the 119 children who were served by a physiciart, or 76,5 percent, were served at anotJier site. 
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and 49.4% of the sample, respectively), althou-^h physicians, psycholo- 
gists/psychiatrists, and social workers also p-:ovided services to a 
large number of children (to 44. 2^;, 41,3^o, and 40 1% of the sample, 
respectively) . These five groups of specialists v .tre the primary ser- 
vice providers for the sample children, although a broad spectrum of 
other types, of specialists provided s :rvices to the sample children 
as well. The area of service provision v;ith which the specialists 
r ere involved varies by the professional type, although, on ti.e 
whole, all potential involvement areas wire well -represented . Across 
professional categories, the specialists were most frequently involved 
in the following areas: 

e working with children at sites oti.3r than the classroom 

e evaluating child progress 

9 training or consulting with teachers 

This indicates that the children who received any services from 
professionals predominantly received direct one-to-one services, 
although the second and third most predominant areas .of involvement 
related to indirect service delivery. Further, the high percentages 
in the 'Vorks with child at another site" and ''works with child in 
the classroom'' columns (Table 10.1) indicate that almost all of the 
sample children received one-to-one services from specialists at 
some point during the program year. 

Although almost all of the sample children received services at 
least once ^om specialists/professionals, 1^66 tkan kciti oi tkzm 
[110 OK 40.9%] Kddzlsjzd 6ZA.VA.ce.6 on a /izgula/i and i^zquznt ba6l6 - 
that l6, a6 pa/it o^ tkZAJi wzMy 6che,dulz . The following discussion 
relates to the professionals who provided services to the sample 
children (N=110) on at least- a weekly basis, which excludes providers 
of one-time services such as screening or diagnosis. 

The agency affiliations of the regular service providers are 
presented for each service area in Table 10.2. The predominant 
agency affiliation varies by service area. Professionals who provi- 
ded educational instruction were most frequently affiliated with the 

I 
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TA3Ll; 13.2 



"Ser vices ^nivi ilci!" to'Ttufy nii liirciT Fy 



Ti)t;il 



rrivatc rractitioncr/ 
CuiLsul taut 

I'libltc lluspital 



I'niilic or Stiitc Health 
Department 

Social Services 
Department 

I'uhiic School System 
Easter Sea) Agency 



(: rippled Children 
Assd^iat ion 

Associ'dlion for Retarded 
Children J 

Bliii First Chance Project 

llnivcrsity Affiliated 
Fnc 11 i ty 

Other 



Sei'Viti'A™ 

Hedical/ Occupational/ Other Theiap)' 

[■diiCJtioiial I'ainily Dental Physical Maid to 

Day Care Instruction Couii'^elini; Treolincnt Therapy Child's liamiicaii iltiici 

S of Column |_of Coluiiiii i."Ij£!.™ ^iliil]^™ i of Co luiim I of Cotaii • "f 



of (ailniilii 



lllll.d 



40.0 

20. n 

'.(N=l) 



40. fl 



6.2 



5.1 
(N=l) 

62'. 5 
(N=20) 



2fl.2 

■ m 



(N=29) 
II). ■! 

m] 

15.fi 
(NM) 

3.4 

[M] 

31. D 

[M] 

in. 4 

(N=3) 

3.4 



6.9 
(N=2) 

20.7 
(N=fi) 



100,0 100.0 100.0 

(N=2S) (NM'J) (N=5I)) 



60.0 
(N=15) 

16.0 



8.0 
(N=2) 



16. t 



(N=4) 



5,3 

(N'l) 

10.4 



IS. 8 
(NO) 

5.3 
(N'l) 

31.6 
fN«6) 



31.6 

(N'6) 



21.4 

|N=12) 

I!.!) 

I. a 

5,1 

m) 
a.ii 

5.4 



7.1 

(H=4) 

41.1 

(N=23) 



1/ 



D.O 



().2 



6.3 
(N'l) 



50. 



37.5 
|N"6) 



Includes only those children who received services from professi,onals as part of their wecHy schedule (NMIil). i;ach child 
may have received more than one type of service (i.e., may be represented in more than one column). 



pubi\ic school system C62.5^J). Professionals affiliated with social 
services departments were the most frequent providers of family coun- 
seling services (31-0%). Medical or dental treatment was most fre- 
quently provided by private practitioners or consultants (physicians) 
(60.0%), and professionals employed by the Gripped Children Associa- 
tion were the most frequent providers of occupational or physical 
therapy (31.6^5). 

Professionals who provided services to sample children on at 
least a weekly basis were paid from a variety of sources (see Table 
10.3). Across service areas, p/LOt^ e4 4^ona£4 ' ^zguta/i 6 zn.vA^cz6 vozkz 
mo6t o{^tZYi paid {^o/i by tkz p/iovldlng aQdndy and an additional small 
percentage of the services were provided on an in-Kind basis. Thus, 
the external services regularly received by the Head Start children 
were generally funded by neither the Head Start program nor the 
children's parents. 

Table 10.4 presents the role that Head Start played in securing 
the services of specialists in each of the service areas. With the 
exception of occupational/physical therapy, 4e/Lu^ce>6 ion, tkz (ikltdn.ZYi 
(A)ZH.z mo6t i^zqiLZYitty A^n^tZgatzd by Hzad Stan.t. Services were rarely 
initiated by another agency and coordinated with Head Start, except 
in the area of occupational/physical therapy. These data indicate 
that for services provided on at least a weekly basis. Head Start 
primarily initiated service provision. If the service was initiated 
by a source other than Head Start, these services were not often 
coordinated with Head. Start.' . 

Data presented in Chapter 4 indicated that few of the teachers, 
aides, or educational coordinators who served the sample handicapped 
children had a college or graduate degree in special education. The 
above data indicated that^ fewer than half of the children received 
weekly services from specialists external to Head Start. Following 
these two sets of findings further, ovzn. hal^ thz dhlldn^zn kad 
no c£a44/LOom ^ta^ tn.aA^nzd i,Yi 6pzc^cit zdacatyio n and, d^d not ^tece^ue 

—''in effect, this is an in-kind service to Head Start. 
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TABLE 10.3 



Services Provided to Study Children by Source of funding ^ 




Educational 
Pay Care Inbtrnction 
\ of Cnlumn \ of Cohnnii 


Service Area 

Family 
Counseling 
I of Column 


Medical/ 
Dental 
Treatment 
4 of Coluiiin 


Occupational/ 

Physical 

Therapy 

\ of Column > 


Utlier Therapy 
Related to ^ 
Culd^-JWicaii 
-t' o'f Column 


Other 

\ of Coluiiin 


















Total 


100.11 
(N=5) 


100. fl 
(N'32) 


100.0 
(N'29) 


100. n . 
(N=25) 


lOO.O 
(N=19) 


100.0 
(N=56j 


uio.o 

(NM6) 


Head Start bears 
full cost 


ft 




13.8 
(M) 


36.0 
(N=9) 


lfl.5 , 
(N=2) 


28.6 
(N=16) 


12.5 


Services provided in-kind 
(services not invoiced) 


ft 


(N=l) 


5.9 

m) 


4.0 
(N=i) 


5.3 
. (N'l) 


3.6 
(N=2) 


;.5.fl 
(NM) 


Services paid for by 
providing ^eojicy 


20.0 
(N=l) 


68,8 

(N'22) 


41.4 

(N=12) 


12.0 

(N'3) 


31.5 
(N'6) 


14.3 

(N=8) 




Services paid in part 
hy Head Start 


20,1) 
(N-1) 


9.4 

(N=3) 


10.3 

(N=3) 


* 


10.5 
(N=2) 


3.6 

{N=2) 




Parents pay for services 
(all or part) 


40: 0 
m) 




3.4 
(N=l) 


12;0 
(N='3) 


5. J 

(M) 

\ 

36.8' 
(N=7) 


16. C 

(K-l) 


A 


flthur 


20.0 
(N=l) 


18,7 
(N=6) 


24.2 
(N=?) 


36.0 ■ 
(N»9) 


■53.9 
(N=19) 


18J 



-Imiudcs only those children wlio received services from professionals as part of their weekly schedule (N-llfl), 
liach child may have received niore than one type of service (i.c^.^^^y be represented in «tore than one column), 
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TABLE 10.4 



•. Services Provided to Study Children by Role of Head Start 1^ 






Service Area 










Role of Head Start 


Day Care 
\ of Column 


liducational 
Instruction 
\ of Column 


Family 
Counseling 
1 of Column 


Medical/ 
Dental 

Treatment ■ 
\ of Column 


Occupational/ 
Physical 
Therapy 
\ of Column 


Other Therapy 
Related to 

rll i 1 fl ' (J IlTnili rnr. 

UllHU ^ llulllllLup 

\ of Coluimi 


f I. M *4 

utiicr 

I of Column 


Total 


100.0 
(N=5) 


100,0 
(N=32) 


100.0 
(N=29) 


100,0 ■ 
(N=25) 


100.0 
(N=19) 


100,0 
(N=56) 


100.0 
. (N=16) 


Services initiated prior 
to enrollment; no Head 
Start involvement or 
coordination 


60.0 
(N=3) 


15.6 
(N=5) 


20,7 
(N=6) 


24.0 
(N=6) 


47,4 
(N=9) 


12,5 
(N-7) 


6.2 . 
(N==l) 


Services provided at Jie 
instigation of Head Start; 
included in individual plan 
of services as a line item 


(N=l) 


28.1 

(N=9) 


20,7 
(N=6) 


24.0 

(H=6) 


15,8 
(N=3] 


(N---27) 


(N=6) 


Services provided at the 
instigation of Head Start; 
not formally a part of 
individual plan of services 


20.0 
(N=l) 


15.6 
{N=5) 


24.1 


24.0 


* 


16.1 


37,5 ■ 
IN-oJ 


Services provided at the 
Instigation of another 
appnrv coordinated with 
Head Start and included in 
individual plan of services 




12.6 
(NM) 


(N=2) 


8.0 

(N=2) 


15, B 
(N'3) 


12,5 
(N=7) 




Services provided at the 
instigation of another 
agency; but not formally 
included in liitlividual 
plan of services < 




3.1 

(N=l) 


6,9 ' ■ 
(N=2) 


4.0 


15,8 
.{N=3) 


1.8 

(N=l) 


12,6 
(N=2) 


Services provided after 
enrgJlmcnt, instigated by 
other agency, and no Head 
Start involvement/ 
coordination ■ 




3.1 

(N=l) 


3.4 

(N=l) • 




ft 


3,6 

m) 


it 


Other 




21.9 
(N'7) 


17.3 
(N'S) 


16.0 


(N-1) i 


5.3 
(N"3) 


6,2 
(N=l) 



O ' des only those children who received services from professionals as part of their weekly schedule (N-110), Each 
ERIC ^^^^ received more than one type of service (i.e., may be represented in more than one column), 
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^zgala^, lozzkly 6zh,vl<iz6 {^Kom 6pzclalZ6t6 zxtz^nal to Hzad Sta^t. 
Thl^ ilgiUiz 6llghtly Zowz^ {^on, ^zvz^zly/p^of^oundly kandZcappzd 
chZld^zn, bat nzvz^thzlz^6 , almost hal^ tkz6z chlld^zn - voho cuiz 
pA.Z6amably thz onZ6 mo6t In nzzd 6pz<ilcillzzd 6Z^vZcz6 - did not 
^zczlvz thzm on a /izgala^ ba^l6 . (See Table 10.5.) One-third of 
the children had no classroom staff with degrees in special educa- 
tion but received services from outside professionals on at least a 
weekly basis. Finally, approximately 10 percent of the children 
received services from classroom staff with special education de- 
grees. Thz6z data Indlcatz that a majority o{^ thz 6ampZz ahlld^zn In 
Hzad Sta^t did not ^zgulaxly /tece^ue ^z^vlcz^ ^^om ^pzclall^t^ on. 
^pzdlal zducatlon pn.o ^z6 6lonal^ on a /izgulan., Z6tabll6hzd ha^l^. 
Thzy (A)zn.z, In^stzad, o^tzn placzd In a maln6tH.zam 6zttlng voltkoat thz 
bznzilt 0^ ^p.zcZaZlzzd 6uppo^tZv z zducatlonal 6z^vZcz6.. 

Characteristi c s of Professional Service Providers 

Service provider information was collected from the external 
providers themselves. Field staff were able to contact and interview 
265 professionals who provided and/or continue to provide services to 
the handicapped children in the study sample. For some children, 
more than one provider was interviewed, and some providers served 
more than one of the children in the sample. However, not all of 
the sample children were represented by the sample of service ^^pro- 
viders. This occurred because of difficulty in locating/contacting/ 
interviewing the appropriate service providers—^ and not necessarily 
because the children were not serVed by professionals external to the 
Head Start staff. Therefore, the tables within this section related 
to service providers' characteristics are based on the number of pro- 
viders interviewed CN=265) . Tables that relate to the services that 



- Program staff provided the field staff wa.th the names and telephone 
numbers of specialists who. provided services to the sample chil- 
dren. Field staff then attempted to interview the specialists by 
telephone. However, they were not able- to conduct and/or complete 
interviews with all service providers because of scheduling con- 
flicts ,- inability to reach them, change of jobs, refusals, etc. 
The types of professionals most difficult to contact were physi- 
cians and other medically-oriented professionals. 

r iO.9 

o ■, 267 . 

ERIC ^ 



TABLE 10.6 



Type of Services Provided • By Specialists 
Services Provided 



Diagnosis 


OH- • U 

CN=252) 


Screening 


CN=241) 


Therapy 


1^ O » 0 

(N=lll) 


Health Services 


21.4 

(:N=10 0) 


Educational Services 


22. 3 

CN=104) 


Parental Counseling/Training 


42.6 

(N=199)' 


Teacher/Staff Training specific to child 


39. 0 

(N=182) 


Other 


6.2 

' (N=29) 



NOTE- Percentages are based on the total number of service 

provider°cases (N=467) , rather than the number of children 
(N=269) or. the number of service providers (N=265) because 
some children are represented by more than one provider and 
some providers represent more than one child. 
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the specialists provided to children, however, are based on the num- 
bar of 'children to v/hom each interviewed professional provided ser- 
vices CN=467, except for tables that only consider service providers 
.in a given area)^ since an individual professional may have provided 
services to more than one child and .each child may be represented by 
more than one service provider. For convenience, this sample size 
will be referred to as service provider cases > This section des- 
cribes tlie range of services provided by the sample of specialists, 
how they were paid, and hpw they become involved with Head Start. 
None of the data reported in this section are child-specific. 

As Table 10.6 indicates, the professionals who provided services 
to the sample children were primarily used to provide screening and 
diagnostic services (54.0 and 51.6-5, respectively, of the service 
provider cashes).' Secondarily, the professionals were used to provide 
training tc/ parents or Head Start staff (42.6 and 39.0%, respectively) 
Prof essioi/als were least often used to directly provide services to 
the child (therapeutic, health, or educational services; 23.8, 21.4, 
and 22 . 3% , respectively) . Tables 10.7 - 10. 11 .describe the sub- 
areas within each service a~^^n in which professionals were primarily 
involved, and the most frequent areas of involvement are highlighted 
below. 

• Professionals who provided diagnostic services most often 
participated in confirmation of a child 's handicap , re- 
commendations related to .the handicap, or functional 
assessment in the area of the handicap. 

Health service ; rovidei j primarily performed regular 
medical/ dental examinations and f ol low-ups . 

• Providers of educational services most frequently 
developed educational obj ectives or an instructional 
program for children. 

0 Professionals who counseled or trained parents most 

often assisted in the interpretation , of their child^s 
diagnostic file. 

o Professionals who provided training to Head Start staff' 
most frequently trained in 1 ) working with specific 
handicapping conditions ; 2 ) individualized instructional 
techniques;. 3) understanding handicapped children and 
their problems; and 4) screening and assessment. 
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TABLE 10.5 



Specialist Services Received by Head Start Handicapped Children 



|/ ^0 of Severely/ 

Staffing- and External Services of Children Profoundly Handi 

capped Children 



Special education staff and 
receive weekly specialist services 


7 ft 

, (N=21) 


(N=4) 


Special education staff and do not 


2.6 


1.2 


receive weekly specialist services 


/it n \ 

(N=7) 


(N=l) 


No special education staff and 


33.1 


47.5 


receive weekly specialist services 


(N=89] 


(N=38) . 


No special education staff and do not 


56.1 


46.3 


receive weekly specialist services 


(N=131) 


(N=37) 


No response 


0.4 


* 




(N=l) , 


(N=0) 


Total 


100.0 


100.0 




(N=269) 


{N=80) 



- Includes classroom teachers and aides and educational coordinators 
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TABLE 10.7 



Dia£Tiostic Processes in Wlvich Servire' 




Process 


1 / 

% o£ Total-^ 


Confirmation of handicap 


84.5. 




C^f=213) 


Functional assessment in area o£ 


73.8 


handicap 


CN=186:) 


General functional assessment 


43.7 




(N=1103 


Recommendations in are,a of handicap 


78 . 2 




(N=1973 


General recommendat ions 


56.3 




(N=142) 



— Percentages are based on the total number of service pro- 
vider cases involved in the diagnostic process (N=252), 
Each case may be represented by more than one process area. 
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TABLE 10.8 







Service % 


o£ Total 


Regular medical/dental examinations 
and follow-up 


70.0 

(N=70) 


Prescription/monitoring of 
pharmaceuticals 


40.0 

(N=40) 


Surgical services (specific to 
handicap) 


18.0 

(N=]8) / 

/ 

31.0 / 
(N=31)/ 

/ 


Nutritional planning and monitoring 


Treatment of allergies and handicap- 
related syndrones 


11.0 / 
(N=ll) 


Pros the t ic services 


3.0/ 
(N=3) 


Other 


44.0 

(N=44) 



.—Percentages are based on the number of service provider 
cases involved in provision of health services CN=100). 
Each case .may be represented by more than one service 
area . 
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TABLE 10.9 



Type of Educational Services Provided— by- 


Service Providers 


Q P T* V T f P 
O w X V X ^ \7 


^ Ox i o tal— 


l^C VCXUpiw>U. C LLUv^ d. L lO 112. X 


o Z • / 


ob j ect ives /program 




Worked with' child at Head Start Center 


55.8 




•CN=58) 


Worked with child at home/location 


30. S 


other than Head Start Center 


CN=32) 


Conducted educational assessments 


50.0 




CN=52) 


Other 


40. 4 




fN=42) 



— Percentages based on number of service provider cases 
involved in provision of educational services (N=104) , 
Each case may be represented by more than one service area, 
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TABLE 10.10 



Type o£ Parental Counseling/Training 


Provided by Service Providers 1 

i 


rraining Area 


0 OX iouax — 




-7 0 Q 




i 




u O I 




(N=55} 


U ^ n o T ^ T* m o n o rr Q m n ^ 

Denavivji luanagemeii u 


D / - J 






r diui ± X y I X d. L J. UIIo 


A7 7 






Availability of coipmunity resources 


49.7 




/'XT n n ^ 

[ .N = y y J 


Instructional techniques 


49.7 




(N=99) 


Other 


11.6 




(N=23) 



—Percentages are based on the number of service provider cases 
involved in provision of parental counseling/training CN=199). 
Each case may be represented by more than one training area. 
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TABLE 



T y -J e s 0 : 



iiead Start Staff 




) .:. n g P : 


~ov i dec by Ser\' i' 


.: e P r 0 \^ 1 d e r s . ! 




Training 








o of Total^/ j 



i Knowledge of Head Start Per f orir.ance Standards 19.3 







= 56) 


B e h a v i o r :n a n a e in e n t m c J ;. i c a t i c n 


5 5.5 






IN- 


= 97) 


Individual i:ed instructional techniques 


TO. 5 






(N= 


128) 


Preparation of individual learning objectives 


46. 2 








84) 


W'o r k i p. g i t h p a r e a t s 


54 . 4 






(N= 


99) 


Strategies for recruitmer;t of handicaoDed 
ch ildren 


21.4 
■ (N= 


591 


Screening and assessment 


61 . 5 








1 1 2 ) 


Theory and practice of mainstreaming 


22.0 








4 0) 


Strategies for working with specific hand icapn ins? 
conditions 


72.0 


151) 


Understanding handicapped children and tiicir soecial 
problems 


56.5 
(N = 


121) 



— Percentages are based on the number of service provider cases 
involved in provision of Head Start staff training (i\'=lS2). • 
Each case may be represented by more than one training area. 
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P ayment o f Pr " jssional Service Providers 

Of the 2o5 profess ionals interviev;ed , 137 were paid for their 
ser\uce5 (70. 6.), 69 v;ere not paid (25.0'3j, and 9 did not respond to 
the question (5.4^0. Of those who were paid for their services, 80 
(42. S!,) were paid in entirety by Head Start, 45 (24,lo3 were paid in 
entirety by their .-i '^enc>'/ ins t i tut ion , 19 (lO.ZV) were paid b joint 
Head Star t/o the r ' agency funding, and 57 (19.8%J v/ere paid through 
other arrangements. Including those professionals who were paid in 
entirety by their agency, Head Start received the services of slightly 
less than half of the professionals at no cost. This information is 
consistent with the child-specific data reported by Head Start staff. 

Manner of Profess ionals' Invol veme nt With Head Start 

Table 10.12 des(^ribes the manner in which tlie professionals \^-ho . 
provided services in 6ach service area became involved with^ the Head 
Start programs. Pg r ail areas , the professionals were primarily 
sought out by He'a.. Start. For all areas but health services, the 
professionals were second most frequently part of the regular Head 
Start staff, and' were least often involved with the child throt^'^h no 
coordination with Head Start. Professionals who provided health ser- 
vices were second most frequently involved with the child through no 
coordination with Head Start and- were least often part of the regular 
Head Start staff. 

Non-Her d ' Start Service Providers 

The non-Head Start program staff provided information on the 
professional specialists they utilized^ in providinr services to their 
handicapp.ed children, whether they coordinated service del-ivery with 
other agencies/institutions and, if so, with what agencies they co- 
ordinated. These data are program- sped if ic . 
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TABLE 10.12 



Manner of Involvement of Professional Providing 
bervices to fieaa btait by oeivice Area 


service Area 




Manner 


of Involvement 








Total** 
\ of Row 


Part of regular 
Head Start Staff 
I of Row 


Sought out 
by Head Stai i 
\ of Row 


No Head Start 
involvement or 
coordination 
\ of Row 


i 
1 

Other , 
\ of Row ■ 


— ...... — — _.. — — 












Diagnosis 


100 

(N=278) 


21.6 
(N=60) 


50.4 
(N=140) 


12.9 
(N=36) 


15.1 


Screening 


100 

(N=257) 


28. 'i 


47.9 
(N=125] 


6.2.' 


17,1 • 
(N=44) 


Therapy 


100 

(N=119) 


29.4 


31.1 

(N=37] 


17.6 
(N=21) 


21.8 
(N=26) 


Health fiiieJical) 
services 


100 

{N=1U) 


12.4 

(N=14,) 


j4.5 
(N=39) 


28.3 
(N=32) 


24.8, 
(N=28) 


Educational services 


100 

(N=122) 


29.5 

(N=3',) 


35.2 
(N=43) 


; 22.1 
/ (N=27] 


13.1 
[N=16) 


Parental Counseling/ 
Training 


100 

(N=21S) 


27.9 
(N-60) 


32.1 

(N=69) , 


21.4 

(N=46) 


18,6 
(NMO) 


Teacher/Staff Training 


100 

(N=185] 


* 

(N=0) 


63.8 

/(N=118) , 


• (N=0) : 


36.2 
(N=67) , 



7 



NOTE: Percentages in each row are determined on the basis of the number of 
service provider cases involved in the relevant area. 



V 



Almo.^t all [9 7. SI) oq thz non-Head Staxt p^togn.am6 xtpc-iizd that 
tkzij ixtll.LzQA p^Q iQ.6 6A.cnal 6pQ.c-icili6Z6 ^'o.l ^^xvlcz p.tov.iiXon to thzl-l ^■ 
handlcappzd ckltdxzn. Further, a wide variety of specialists were 
reported to be used (see Table 10.15). Psychologists or psychiatrists 
were used most predominantly (in of the programs), followed by 

speech pathologists or therapists (73. 9^), physical therapists (65.0?;), 
and physicians (63.01). This pattern of most frequently used providers 
is similar to the Head Start pattern, except that Head Start children 
were predominantly served by nurses and were infrequently served by 
physical therapists. The area of service provision within the non-Head 
Start programs with which the professionals were involved varies by 
professional type although, acrus s prof -ss ional type, the predominant 
involvement areas are the same as for the Head Start children: 

o evaluating child progress 

© training or consulting with teachers 

« working with children at sites other than the classroom 

: Table 10,^^4 shows the agencies with which non-Head Start pro- 
grams coordinated for purposes of. providing services to handicapped 
children in their own program. The two agencies with which non-Head 
St^rt p.rograms most frequently coordinated were public school systems 
(83.35 of the programs) and social services departments (80.91 of the 
programs), followed, by public or State health departments (66.7?s) and 
private practitioners/consultants (61-. 9'^). Programs could indicate 
any type of agencies with which they coordinated during the program 
year, and the data include agencies that were naed for one-time ser-- 
vices such as screening as well as regular services such as physical 
therapy. The comparative Head Starr data, however, only include 
agencies with which providers of re^^ular services were affiliated; 
and these predominant agency affiliations were public school sys- 
tems and private pr ac t i t ioner s/consul t ant s , fo 1 lowed by social ser- 
vices departments and- public hospitals. The patterns of inter- 
agency coordination \ere similar for Head Start and non-Head Start 
program s . 
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TARin 1Q.15 



Professionals Used for Provision of Services by Mon-!ltad Start Projirajns 



i 

Trofessionai 


! 

Total 

ProgriMs 

Served]/ 


involvenient Area-*^ 

Works Witli Works With 

Diild at Child in Trains/Consults 

Another Site the Classrcv "! Witli Teacher 


Trains 
Parents 


Kvaluates 

Child's 

Progress 


Obscivos 
u\ 

Classroom 


Other 









Physician 


65.0 


69.(1 


* 


•18.3 , 


.34.5 


51.7 


6.9 


13.8 






'(N-2()) 




(N=14) 




(NMS) 


(N--2] 


m] 


Nurse 


47.8 


63.6 


54.5 


'JO.y 




54.5 


45.4 


4.5 




mi) 




fN-12.1 


(N=2().) 


(f-15) 


(N=12) 


{N=10) 




I'svchologist/ 


















I's/chiaLrisL 


78.3 


=0,(i 


36.1 


8(j,l . 


50.0 


94.4 


63.9 


13:9 






ifM8) 


(N^15) 


(N=31) 


(N=18) 


m\] 


(N=23j 


m) 


Speech 
Pathologist/ 


















73. 9 


64.7 


70,6 


76.5 


58.8 


91.2 


73.5 


14.7^ 




/VI- 1 \ \ 


{N=22) 


'(N=24) 


(N=26J 


(N=2()) 


(N=31) 


(N^25) 


m) 


Social Worker 


60.9 






85.7 


85.7 


53.6 


50.0 


25.(1 


fiui ri t ion i si / 


(N=28) 








(,N=241 


(N=1S) 


(NM4) 




















Dietician 

1 « 


32.6 




0.7 


66,7 


60.0 


26.7 


6.7 


26.7 




(N=15) 






(N-10) 




(N=4) 






' rcrtificJ 


















Special lulucat if 


5S.7 


44.4 


92.6 


55.6 


■!J,4 


92.6 


70.4 


18. S 


Teacher 


(N=27) 


(N=12) 


{N-25j 


m^) 




(N-25J 


ms] 




Physical 


















Therapist 


63.0 


65.5 


55.2 


72.4 


62.1 


75.9 


48.3 


17.2 




(N'29) 


(N^IQJ 


{N-16J 


t>21] 


(N=18) 


(N-22) 


(N=14) 




Occiijiat lonal 


















rtierani 


■^7 n 


58.8 


58,8 


88.2 


.58.8 


88.2 


64.7 


17,6 




mi] 




(,N-^1D) 


(N=15) 


(N=10) 


m^] 


(fMl) 


{N=3} 


()|)thaji)ologist/ 


















C^JtoiiK^trist 


3^,8 


93.8 


12.5 


31.2 


31.2 


68.8 


6.2 


12.5 




(N=16) 


(N=1.5] 






' (N'S) 


(N-11) 


(N 1] 


m) 


Othei 
















Specialist 


-IS.? 


66.7 


33.3 


52.4 


.,2,4 


66.7 


28.6 


14.3 




{N=2!) 


■ (N'14] 


{N=7) 




(N=ll) 


(N=14) 


(N=6) 





■ Percentages for this colum arc based on the total ntnilier of programs in the s;mij)!e (N'46). For cxainilc, 29 progrrims, 
or 63 percent of the programs, used physicians to provide services. to their handicapped children, 

2/ 

- Perccntaijcs for each row of involvcjnent are based on the total nimbcr of programs that used tlie corresponding t/jie 
; of professional. For example, in 20 programs physicians workcl with children ai another site, or in 69 percent of the 
programs tliat used physicians. 



Agencies With l\^i.ich Ncn-Head Start Prograins 




\ Coordinated 5er\'ices to Handicapped C' ildren 




Agency 


1/ 

^5 of Total- 


Private Practitioner/Consultant 


61.9 






PuDiic Hospital 


40, 5 




^ ^ ' J 


Puolic or State Health Department 


66. / 






c • c - 

Social Seivir j Department 


80. 9 






Public School System 


85.3 






Easter Seals 


42 . S 






Crippled Children's Association 


42.8 






Association tor Retarded Children 


47.6 






BEH First Chance Project 


9.5 


(N=4) 


University .Affiliated Facilities 


53.5 




(N=14) 


Head Start 


40.5 - 




(N=17) 


Other 


55.7 




(N=15) 



— Percentages are based on a total of 42 programs that coordinated services 
for their handicapped children with other agencies either occasionally or 
extensively. Programs could indicate more than one agency. 



SuiTunary of Findings 



Almost all of the sample Head Start children (90.3%) 
received s er vices from prof ess ional service providers 
at seme point during the program year. About half of 
the children were served by nurses and speech 
pathologists or therapists, and almost half received 
services from physicians , psychologists/psychiatrists, 
and social workers. The providers most frequently 
worked with the child outside of the classroom, evalu- 
ated the child^s progress, or offered training or con- 
sultation tc the child's teacher. 

Less than half of the sample children received regular 
(i.e. , weekly] services from specialists. Further , 
more than half of the sample children were neither 
regularly served by specialists nor received services 
from program s taf f " -./ith a degree in special education- 

Of the children whc- received regular services from 
specialists , the children ' s services were predominantly 
paid by a source other than Head Start or the children's 
parents- -usually the providing agency. Head Start pre- 
dominantly sought out the services of specialists . 

The group of professionals who provided services to 
sample children at least once during the program year 
predominantly provided screening and diagnostic services, 
and least frequently provided direct intervention ser- 
vices to- children. 

Almost all of the non-Head Sl rt programs indicated that 
professional specialists were used to provide services 
to their handicapped children. The pattern of pre- 
dominant types of specialists used and services providod 
is simila. to the pattern for the sample Heaa Start 
children. Finally, most of the programs indicated that 
they coordinated services to handicapped chii^lren with 
other community agencies, usually the public school sys- 
tem and social services departments. 
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PARENT INVOLVEMENT 



The activ-^ participation of Head Start parents in all aspects of 
the program is one of the important cornerstones of the Head Start 
philosophy. For parents of children with special needs, the assistance 
and guidance vhich Head Start offers can be of particular significance. 
To ensure the continuing provision of appropriate services during and 
after the child^s Head Start experience, parents must be aware of and 
understand the need and importance of these services. Furthermore, to 
maximize the benefits of developmental experiences provided each 
child, s lilar and continuing experiences should be provided in the 
home as well. Parents are the key to a successful and productive 
program of services f^r all children, and especially for those that 
are handicapped. Therefore, the following questions are investigated 
in this chapter. 

• How involved in the Head Start program ere parents 
of the sample handicapped children? Is parents' 
extent of involvement related to their child's handi- 
capping condition or severity level? 

'© In what types of Head Start act ivities were the parents 
of sample handicapped children involved? 

© Wh-.L types of training did the parents of the sample 
handicapped children receive from Head Start? 

e How does the typical extent of involvement of handi- 
capped children's parents in non-Head Star t programs 
compare to the involvement of the sample handicapped 
children's parents in Head Start? 
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Involvement o£ Head Start Children's Parents 



Degree of Parent Involvement 

Table 11.1 shows the level c i: program involvement of the parents 
of the sample 269 handicapped children.—'^ Responses were fairly evenly 
distributed among gradaticns of activity (very active, 27.1^; average 
involvement, 29.4%; and minor involvement ^ 30.5%). In only 34 cases •■ 
(12.6%) were parents reported not to participate at all. 

Some caution must be exercised in interpreting these data, how- 
ever, because in many cases the involvemen' of parents was contingent 
upon other, outside circumstances which hi- little to do v/ith the 
parents* desire or willingness to participate. Many of the parents 
worked\and were, unable to participate in most activities; others were 
impeded by transportation difficulties or commitments to family or 
relatives. On the other hand, many of the' paren*v:o were intimately in- 
volved with every aspect of the programs. Some continued to be in/olvec 
with Head^Start after their children had left the , ogram and others ~ 
returned periodically to keep in t.ouch with the staff and to inform 

them of their child's progress. 

Table 11,2 shows that there is little association between the 
degree of involvement of the parent and the handicapping condition 
of their child, with two exceptions. When compared to other parents, 
those With mentally retarded children were somewhat more active. 
Thirty seven percent of the parents with mentally retarded children 
were reported .to be very active. At the opposite extreme, 23*8 per- 
cent of the parents of blind or visually impaired children' did not 
part.i'cipate in the program act iviti es at all. 

Table .11.3, which compares the degree of parent ".1 involvement in 
program activities with the severity level of their child^s handicap- 
ping condition, indicates a slight- association between those two 



— ^Head Start staff we re asked to rate how active the parent was in 
overall participation in Head Start activities. 
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TABLE 11.1 



Levels of Parental 


Involvement 


in Head Start^^ 


Degree of Involvement 




' % of Tot^l 


Very active 




27 . i 

(N-7o) 


Average involvement 




. 29.4 

(N=79) 


Only minor involvemen 




30 . 5 
(N=8 2) 


Do not participate at 


all 


12.6 
(N=34) 


No response 




0 . 




Total 




100.0 ■ 
(N=269) 



—As reported by program staff. Data are child-specific. 
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TABLE 11 . 2 



Distribution of Parental Program Involvenent ' 
Their Child's Handicapping Conditionl/ 



HandicaoD inc Condi 


tion 


Parent a 1 Involvement 


1 






Very 




Minar 


1 

1 




Total ** 


Ac t iv e 


Avera ^e 


Involvement 


1 

N'one 




. % of Row 


'5 of Row 


of Row 


^ of Rov; 


% of Rowi 


Visually Impaired 


100 


14.3 


28 . 6 


33 , 3 


2 5.8 ; 


and Blind 








( N = 7 1 




Hearing Impaired 


1 nn 

1 u u 


■ 30.4 


43 .5 


21.7 


4.3 ! 


and Deaf 


(N=23) 










Physically 


1 nn 
± \j \j 


29.7 


37 . 8 


27.0 


5.4 


Handicapped 


(N-37) 


(N=ll] 


(?N^=14) 


(N=10) 


(N=2) 


Speech Impaired 


100 


25.4 


25.4 


35 . 6 


13.6 




(N-59) 


(K=15 


(N=15] 


(N=21) 


(N=8) 


Heal th- Development 


100 


26.7 


36.7 


26 . 7 


6-7 


Impaired 


CN=29) 


(N=8) 


(N=113 


(N=8) 


CN'=2) 


Mentally Reta.rded 


100 


57.0. 


14.3 


31.4 


17.1 






(N=13) 


(N=5) 


(N=ll) 


(N=6) 


Learning 


100 


29.0 


25.8 


29. 0 


16.1 


Disabled 


(N=31) 


(N=9) 






(N'=5) 


Emotionally 


100 


21.2 . 


30.3 


33.3 


15.2 


Disturbed 




(N-7) 


^M-10 


(N=ll) 


(N=5) 



— Data are . child- spec if ic . 
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1.0 



||||2_8 

:ji 3 2 
'"3 6 



1 2.2 
III 2.0 
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TABLE 11.3 



h'. 
H 
I 



Parental Involvement B/ Severity Level of Child's Handicapping' Condition-^ 



-^Data are child- speci 



Severity Level 


Total*^ 
i> or Row 


Very 
Active 
\ or Row 


Average 
1 of Row 


Minor 

Involvement 
\ of Row 


Degree of Involvement 
No No 
Involvement Response 

of Row I of Row 


Mild 


100 


21.3 


24.6 


34.4 


\ 

^9,7 






'(N=61) 


(N=13) 


(N=15) 


(N=21) 


(N=I2) 




Moderate 


100 


33.3 


31.5 


27.0 


8.1 


ii 




(N=lll) 


(N=37) 


(N=35) 


(N=30) ■ 




Severe/Profound 


100 


22. S 


32. S 


28.8 


15,0 


1.3 




(N=80) 


(N=U) 


(N=26) 


(N=23) 


(N=12) 


(N=l) 


Not relevant 


100 


16.7 


16.7 


58.3 


8.3 






-(N=12) 


(N=2) , 


(N=2) 


(N=7) _ 


(N=l) 




Unknown 


100 , 


60.0 


20.0 


20.0 




* 




(N=5) 


(N=3) 




(N=l) 







IC. 



n 
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factors • While the number c£ cases in each table cell- is small, 
tentative assumptions may be drara. That is, parents of children 
with mild handicapping conditions were less involved than the aver- 
age for all parents, while parents of ir.oderately handicapped child-' 
ren were more actively involved than average. 

>fanner of Involvement of Parents 

Of all the possible ways in which parents could be involved 
with Head Starts parents took the most active role in general pro- 
gram activities (see Table 11.4). More than half of the parents 
(66.5%, or 179 cases) were involved in functions with other Head 
Start parents. This would include meetings, informal gatherings 
and social functions. The next major area in which parents were in- 
volved was that of making or donating materials for the classroom. 
Of the 269 sample children, parents of 132 (49,0%) contributed ma- 
terials for classroom use. Finally, in 108 cases (40,1%) parents 
provided transportation. In some instances, this merely involved 
bringing their own child to the center. In others, however, this 
not only entailed transporting children other than their own, but 
in some areas it also meant driving many miles several times a day. 

Parent^ did not seem to take as active a part in the program 
activities more directly related to service delivery and planning. 
In only 10 ca.^es (3.7%), were parents involved in developing com- 
munity resource files. Only 9.7 percent of the parents, or 26 cases, 
participated in outreach or recruitment activities. Parents trained 
or counseled other parents in only one tenth (27) of the sample 
cases. 

In the development of their children's individual plans of ser- 
vice, parents were involved predominantly through passive activit ies .i^ 



Of the sample 269 children, ofi>ly 187 were reported to have an 
individual plan of service. Percentages are based on this num- 
ber rather than on the total sample. 
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TABLE 11.4 



General Pro grain Activities in Which 
Parents Were Involved 


Head Start 


c. 

Activity 


of Children ' s , 
rents Involved 


Provide transportation 


40 . 1 

(N=108) 


Train/counsel other parents 


10.0 


Involvement in outreach/ recruitment 


9.7 

(N=26) 


Develop community resource file 




Develop objectives for social service/ 
npiT^pnt invnlvpmpnt" activities 


15.2 


Liaison between ^Head Start and other 
igency 


15,.. 0 
(N=35) 


Make/donate materials for classroom 


49.0 

(N=132) 


Involvement in functions with other 
Head Start; parents 


66. 5 

(N=179) 


Other 


14.9 

(N=40) 



—''^Percentages are based on. the sample of 269 handicapped children. 
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Table 11, 5 shows that the single most frequent manner in which parents 
were involved in "the individual plan of services is that of being in- 
formed of their child' s "progress . In slightly more than 80 percent of 
the cases (152 cases) in which a child had a plan of services, the 
parent was informed of the child's progress in the classroom. In a 
little more than half of the cases (99 cases) parents approved the 
individual plan. While this shows that parents were aware of what 
Head Start is doing for their child, it also indicates that parents 
had little input in the experiences to be provided. For example, 
parents infrequently assisted in the design of the individual plan 
(15.5%, 29 cases) or in the design of activities (17.1%, 32 cases). 
A number of parents were, however, involved in teaching their children 
at home. Slightly more than one third of the 187 children with indi- 
vidual plans (37.5%, 70 cases) i:eceived instructions from their parent 
at home using performance-based and/or experience-based lesson plans 
developed by Head Start staff. ^ ^..^ 

Par ental Training 

The training received by parents is an important part of en- 
hancing their understanding of the needs of their children and par- 
enting skills. The acquisition of knowledge and skills in certain 
areas may also help those parents lacking in self-confidence to take 
an active and more . ass ertive role in their child' s present and future 
welfare. 

Table 11.6 shows the types of training received by Head Start 
parents of handicapped children and the providers of that training. 
An examination of the first row gives an indication of the frequency^ 
with which certain types of training were provided, regardless of the 
person responsible for that training. Since parents may receive 
training in one area by several different providers, the numbers in 
this row may represent duplicated cases and, therefore, should be 
interpreted as occasions when training was received rather than the 
number of parents who received that type of training. The remaining 
figures in this table, however, include unduplicated cases in wh^ch 
parents received training in a particular training area by one 
particular training provider. 



TABLE 11.3 



Parental Involvement in Deve lopment of ^ the 

of Service!/ 


Individual Plans 


^^'ays Parents are Involved 


% of Total^^ 


No Involvement 


10.2 

CN=19) 


Parent Teaches Child at Home Using 
Performance Based Criteria 


33.7 

CN=65) 


Parent Teaches Child at Home Using 
Experience Based Criteria 


37.4 

CN=7 0) 


Parent is Kept Informed of Progress 
in Classroom 


81.3 

CN=152) 


Parent Involved in Classroom Activities 


38.0 

txY=71) 


Parent Assists in Evaluation of Child's Progress 

/ 


48 . 1 

(N=90) 


Parent Desigijs Activities 
Parent Approves Individual Plan 


17 .1 

: ,CN=32) 

52.9 

CN=99) 


Parent Helps Design Individual Plan 


15. 5 

CN=29) 


Other 


4.3 

C.N=8) ■ 



— Includes only those children with an individual plan of services 
(N^187) . 



—Percentages are based on the sample of children with an individual 
plan of services • Parents may have been involved in more than one 
manner; 
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i 11.6 



Yovider of Trainln 



Training Received by Head Start Parents by Provider of Traininn 



Training TNycs 



Infomition 



-^OaM arc child-specific, . 

Note: Pcrcentajes were derived from total number of cliildren (269). Sines parents may receive 
the same type of training frora different providers tlie total N may represent duplicated ' 
cases. 





AsSCSSIMDt 

t of Cnlum 


FrogOT Coals 
and Objectives 
\ of Coluiui 


Nonnal Child 
Gmtli and 
Development 
\ of Colunn 


Identifying 
Special feeds 
of Tlieir m 

\ of tolirai 


Educational 
Planning 
1 of Column 


Availability of 
Other Commit}' 
Resources 
I of Column 


legal Rights 
Related to 
Ihcir Child 
I of Colm 


Tionetic ■ 
Counseliiig 
I of Cfllm 


laTgcncy 
i'irsi Aid 
I of CoIlhi 


Tlieir Child's 
Spedfii; 
Ibndicap 

\ of Cnlicn 


l"f U1l"i 


Total 




N-in 


N'118 


NM55 


N»85 


N=140 






.^'54 


.V.245 




Local Head Start 
Staff 


19.0 
(^51) 


49.4 

(\'=133] 


30.1 
(N'81) 


37,2 

(N^lflO) 


2U 
{N'71) 


44,6 

(N=no) 


18.6 
(,\'=.^0) 


0.7 


13,8 
f>''37) 


46.1 

(S=124) 


4.J 


Witr Professionals 


7,1 


11.2 
(N"30) 


11,9 


17,1 


4.1 

(N=ll) 


6,7 
(N'l!) 


6.7 
(N=18) 


5,2 


4.5 

IMI] 


■ 37.5 

(,^'101) 


3.7 

f:'>ic) 


tegioaal/State llead 
Start Stiff 

Jtk'rs' 


' t 
1 


l.S 

(N'41 

1,5 


0.? 

m 
1,1 

{N»3) 


0,7 

2,b 
(^•7) 


0,4 
(N'l) 

0,7 
[M 


0.4 ' 

0.4 
(N=l) 


1.5 


1,5 

(;;••') 


■0.7 
(^'"21 

1.1 

(X"3) 


1.1 

6,3 
(.^17) 


0.4 

(H) 

0.4 

01! 
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Most of the training parents received concentrated upon the 
nature and implications o£ their child's handicapping condition. 
On 245 occasions parents received training concerning their child's 
specific handicap, and training in the identification of the special 
.needs of each child was received by parents on 155 occasions. Pro- 
gram goals and o lectives were also a frequent training topic, 
occurring a total of 171 times. Training in educational planning 
(N=85) and in assessment (N=70) occurred with low frequencies. 

Local Head Start staff provided most of the training received 
by children's parents. They were the primary providers of informa- 
tion relating to the handicapping condition of the sample children. 
Parents of 124 children (46:1^ of the total sample) received infor- 
mation concerning their child^s specific handicap from local Head 
Start staff. The major contribution of training provided by other 
professionals was in this area also; 101 parents • (37 . 5%) received 
training relative to their child's condition by other professionals. 
Outside professionals were seldom used to provide parent training 
in any of the other training areas considered. 

Non-Head Start Program Parent Involvem.ent 

There seems to be little difference between Head Start and non- 
H^ad Start programs in the involvement of parents in program activi- 
ties. . Similar to Head Start, most non-Head Start programs included 
parents on an advisory, board, i-^ offered tr-^ining in a variety of areas, 
and involved parents in the same types of general program activities* 

Table 11.7 shows the ways in which non-Head Start parents partici- 
pated in program activities.^' As with the Head Start: parents , nou- 
Head Start programs indicated that parents were primarily involved 



-^Thirty-seven of the 46 non-Head Start programs (80.41) indicated that 
there was parental representation on their advisory boards. 

2/ c 

—Across areas of potential involvement, the extent of parental involve- 
ment did not differ significantly depending upon whether, the pro- 
gram had a mainstream setting. 
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T.^BLE 11.7 



General Program Activities in Which Patents of Handicapped 
Children in Non-Head Start Programs Were Typically Involved 


T n V o 1 ve me n t 




of Programs— 


Ptovi dp t" Tan SHOT at ion 




65. 0 

CN=29) 


I LcL±ri/ L.U lilio ULilci pdic^iiuo 




37.0 

CN=17) 


invoxveinenL xn ouLreciL.ii/icv-iuxuiuciiL 

r 




50.0 

CN=23) . 


Develop community resource £i le 




15. 2 


Develop objectives for social service/ 
parent involvement activities 




39.1 

CN = 183 


Make/donate materials for classroomj 

! 




63.0 

(N=293 


Involved in functions with other paij-ents 




47. 8 

(N=2 2) 


C -.her . 1 




56.5 

(N=26) 



— Percentages are based on the total of 46 non-Head Start 
programs . 
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through making or donating classroom -.aterJ.als, providing transpor- 
tation, or attending functions \vith ccher parents. 

Training received by parents in non-H^ad Start programs (see 
Table 11.8) was basically similar. tc. that which Head Start parents 
received. Information concerning a child's specific problems and 
special needs was the predominant type of training in both kinds of 
programs . 

Summary of Findings 

The following is a brief summary of the major findings concern- 
ing parent involvement in Head Start and non-Head Start programs: 

• The general level of parent involvement of handicapped 
, children in Head Start program.s was fairly evenly dis- 
tributed among very active, avjerage, and minor involve- 
ment. Few parents did not participate at all, 

• There was little association between parent involvement 
and the handicapping condition and severity level of 
the. child. Parents of mentally retarded children showed 
a somewhat higher degree of participation, while parents 
of blind and visually impaired children tended to have^ 

a lower degree of involvement. Parents of children who 
were mildly impaired tended to participate less; those 
with moderately disabled children were somewhat more, 
active; parents with children of severe or profound, 
handicapping conditions, as well as the blind, deaf 
and emotionally disturbed, had average to minor in- 
volvement. 

• Whi'le Head Start parents were involved in a variety of 
activities, these were primarily passive in nature and 
did not seem to involve parents in active leadership or 
planning roles. 

« Training provided to Head Start parents was concentrated 
in areas concerning the handicapping conditions of their 
particular children. Most parent training was provided 
by Head Start staff. 

• There" seems to be little difference between Head Start 
and non-Head Start programs in the ways in which parents 
were involved in program activities. 
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TABLE 11.8 



Training Received by Parents in Nen-Head 


Start Programs 




^0 of Programs—'^ 


Program goals and objectives 


5 5.^ 

(N=30) 


Normal child growth and development 


45 . 7 

CN-21) 


Identifying special needs o£ their 
children / 


82.6 

CN=38) 


Educational p^lanning 


6 5-i 2 

CN=30) 


Availability o£ other community 
resources 


84. 8 

. (N=39) 


Legal rights related to their child 


bo./ 

(N=27) 


Genetic counseling 


21.7 

(N=10) 


Infor ation concerning their child's 
specific handicap 


89. 1 

(N=41) 


Home management of child/ activities 
for parents to . do with child 


91.3 

(N=42) 


Other 


45.7 

CN=21) 



—'^Percentages are based on a total of 46 non-Head Start 
programs. 
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PART III 

STUDY CONCLUSIONS AND RECONrCNDATIONS 



12 



CONCLUSIONS AND RECOMMENDATIONS 



There is no question that Head Start programs are exerting con- 
siderable effort to comply with the Congressional mandate to seek out 
and serve handicapped children. Over the course of the ten week 
Phase I data collection effort, field staff had the opportunity to 
visit several Head Start facilities that offered exceptional services 
to their handicapped enrollees in each of the major Head Start pro- 
gram areas (education, health, soc ial services , and parent involve- 
ment). In many instances children were encountered who, if not for 
Head Start, would have remained isolated from their non-handicapped 
peers and would not have received the assistance they required. 
Noteworthy examples of Head Start efforts to serve the handicapped 
included one or more programs that: 

• made creative use of "reverse" mainstreaming to 
provide severely handicapped children the op- 
portunity to interact with their non-handicapped 
peers in a setting th^t afforded appropriate sup- 
portive services; 

• provided, instructional services to parents of 
handicapped children who themselves were handi- 
capped; ^ 

• provided technical assistance to other programs 
involved with handicapped children; 

• utilized, cf^eativ^ techniques which permitted - 
handicapped children to participate in group 
lessons/activities with their non-handicapped 
peers and at the same time receive services 
according to their individual needs; 
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o established well -equipped instructional centers 

specifically established for handicapped children; 

& closely cooperated with public and private categorical 
preschool for the handicapped to allow children in 
these other settings to interact with non-handicapped 
peers; 

• augmented their capacity to provide services to 

the handicapped by securing in-kind assistance for 
highly qualified therapists and special educators. 

In brief, many Head Start programs are continuing to reach 'Out 
and serve those children that are too often ignored and forgotten by 
their respective communities. Furthermore, these children are being 
served in a comprehensive child development framework that emphasizes 
mainstreaming and interagency service delivery that is truly unique 
among programs visited. 

The Evaluator's Perspective 

The major purpose of a program evaluation is not, however, 
simply to applaud efforts that successfully meet a program's objec- 
tivesl Rather, an evaluation weighs a program ' s performance against 
itsi stated mission and, as a consequence, almost always focuses upon 
those aspects of a program that are not as effective as they could 
be. Based on observed shortcomings, recommendations are then formu- 
lated to guide construct-:.ve changes and/or innovations which will 
■increase a program's capability to fulfill its particular mission. 
From the perspective of the evaluator , then, the glass of water is 
perceived' to be partially empty rather than almost full. 

There is also another evaluation emphasis throughout this 
specific study which should be explicated. Head Start emphasizes 
services to handicapped children within a comprehensive develop- 
mental framework. An educational program is but a part of the Head 
Start service model. Health services, parent/family involvement, . 
social services, and nutritional services are just as important in 
-child development as educational services. For the most part, these 
other service areas were only superficially considered in this 
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study. Instead, major emphasis was placed upon educational services, 
principally because of new legislation (Public Law 94-142) which 
will directly and indirectly affect educational services to all 
handicapped children regardless of their program placement. Addi- 
tionally, this emphasis was selected because it is the one service 
area which is common to Head Start as well as non-Head Start pro- 
grams. Therefore, for comparative purposes it was the only appro- 
priate service area to address in detail. 

Areas for ACYF Action 

With the above points in mind, the data, from this study have 
iderit if ied several areas in which the services Head Start provides 
to handicapped children can be improved. There are four major 
areas in which ACYF can take positive action to effect these 
improvements. These four areas are as follows: 

• diagnostic services provided to handicapped children 

• program services provided to handicapped children 

• program resources and facilities 

• program outreach and recruitment efforts. 

Recommendations pertaining to each of these issues are presented 
below. 

Vlagno4>tA.c Se.^vlcz6 P^ovldzd to Handicap pud Cnlld^zvi 

The designation of an individual as "handicapped" is not a 
matter to be taken lightly. To be diagnosed as handicapped may 
result in st igmatization and the effects of this . stigmatization can 
often be more harmful for the development of an individual than 
his/her disability. The "handicap" designation creates a set of 
personal and public expectations that can prohibit the individual 
from reaching his/her full potential as a functioning member of 
the community. 

Although it is the conclusion of this study that Head Start has 
made significant gains in improving its diagnostic services to handi- 
capped children, there still are shortcomings to be addressed. There 
were instances in which field staff had reservations about the 
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appropriateness of certain diagnoses, In other instances, Head 
Start teachers were unaware that children in their classes were 
identified as handicapped. Har infections were reported as hearing 
impairments, behavior management problems as emotional disturbance, 
bilingualism as speech impairn^ent , and unusual body structures as 
health impairments. 

We do not mean to impugn the validity of all reported handicaps 
in Head Start because the majority of children investigated had 
clearly recognizable disabilities. However, beyond a doubt there is 
misuse and abuse of the diagnostic process and it is not an occasional 
problem. This is a problem which not only impacts Head Start chil- 
dren and their families, but it is a problem which is also responsi- 
ble for the disparagement and criticism of the Head Start handicapped 
effort that field staff, sometimes encountered among non-Head Start 
programs . 

Based on the findings of the Phase I study and the general 
observations of our field staff, the misuse and abuse of the diag- 
nostic process in Head Start has been identified as largely a func- . 
tion.of two factors: 1) failure of some programs to implement 
existing Head Start standards and criteria in the conduct of the 
diagnostic process, and 2) pressures to meet the Congressional man- 
date to ensure that no less than 10 percent of Head Start enroll- 
ment opportunities be made available to handicapped children. . 



' specific ISSUE : 

STUDY DATA REVEALED THAT IN SEVERAL INSTANCES CHILDREN WERE 
. NOT DIAGNOSED AS HANDICAPPED IN ACCORDANCE WITH EXISTING HEAD START 
STANDARDS AND CRITERIA. 

i 

, As detailed in Chapter 7, a series of interrelated findings indi- 
; cated that the proper sequence of diagnostic activities did not occur 
' for a number of handicapped children. Approximately ip/'percent 
of the sample children were identified as handicapped without 
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diagnostic confirmation of the existence of the handicap , i-^ The rate 
of non-confirmation was particularly high for children labeled emo- 
tionally disturbed, learning disabled, and health or developmen tally 
impaired (approximately 28%, 261, and 20%, respectively). Further, 
among those children labeled- as emotionally disturbed and learning 
disabled who did receive diagnostic confirmations, many received con- 
firmations in developmental areas unrelated to the handicaps in 
question. 

RECOMMENDATION ; 

ACYF SHOULD TAKE If^MEDIATE STEPS TO ENSURE THAT NO CHILD IS 
REPORTED AS HANDICAPPED WITHOUT DI AGNOSTI C CONFIRMATI ON BY APPROP- 
RIATELY CREDENTIALLED PROFESS I ONALS - 

RECOMMENDATION g • 

DIAGNOSTIC CRITERIA ^HOULD BE MADE MORE STRINGENT IN ALL HANDI- 
CAPPING AREAS. PARTICULARLY. IN THE AREAS OF LEARNING DISABILITIES 
AND EMOTIONAL DISTURBANCE. ACYF SHOULD ACCEPT THE LEAD IN ESTAB- 
LISHING INTERAGENCY EFFORTS TO DEVELOP DI AGNOSTI C CRITERIA WHICH 
MIGHT SERVE AS A REFERENCE FOR ALL AGENCIES PROVIDING DIAGNOSTIC 
SERVICES TO HANDICAPPED CHILDREN. 

Concerning both of these recommendations, ACYF needs to take 
a series of steps' to upgrade the diagnostic services provided to' 
handicapped children in Head Start, particularly for children 
identified as emotionally disturbed, learning disabled, and health 
or developmentally impaired. We suggest the following actions: 



Develop and disseminate wellrdefined and detailed guide-' 
lines for delivery of diagnostic services which clearly 
delineate the diagnostic model- in full. 

.Establish more stringent diagnostic criteria for children 
labeled as learning disabled or emotionally disturbed. 



- "Without diagnostic confirmation" means that program staff reported 
that , to theii knowledge, the presence of a handicapping condition 
had not^ been verified by a diagnostician. Diagnostic files re- 
viewed djld not support handicap diagnosis in at least 15 percent 
of the ca>ses . ; 
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9 ■ Monitor more closelv the diagnostic services that Head 
Start programs deliver to their handicapped enrollees. 

© Provide more extensive training and technical assistance 
in appropriate diagnostic confirmation procedures to 
Head Start program staffi, and encourage local programs 
to offer extensive inservice training in this area to 
...their staff. 



SPECIFIC ISSUE : 

PROGRAM STAFF ADMITTED THAT MISUSE OF THE DIAGNOSTIC PROCESS 
WASf IN PART, A FUNCTION OF PRESSURES TO COMPLY WITH THE CONGRES- v 
SIGNAL MANDATE TO PROVIDE NOT LESS THAN 10 PERCENT OF HEAD START 
ENROLLMENT OPPORTUNITIES TO HANDICAPPED CHILDREN, 



Although well-intentioned, the requirement of the Head Start, 
EconoTiic Opportunity, and Community Partner ship Act of 1974 that not 
less than ten percent of the total number of enrollments in Head 
Start programs in each State be available for handicapped children 
has created tremendous pressure on Head Start to identify children 
who have extremely marginal and transitory disabilities as being 
handicapped. 

'Also, because Account 26 funds are made available on the basis 
of whether a program fulfills this mandate, the 10 percent require- 
ment fosters tremendous financial incentive to inappropriately iden- 
tify children as handicapped. In fact, one Head Start director open 
ly admitted to' field staff that funding often dictates labeling of 
children. This, of course, is not a problem specific to Head Start. 
It is a persistent problem throughout special education programs • 
Nevertheless, it is a problem which should not be tolerated under 
any circumstances. \ 

RECOMMENDATION ; 

ACYF SHOULD DEVELOP GUIDELINES THAT WOULD OUTLINE CREATIVE, 
CHILD-CENTERED. ENROLLMENT STRATEGIES THAT WOULD ALLOW HEAD START 
PROGRAMS TO FULFILL THEIR MANDATE TO SERVE HANDICAPPED. FOR 
EXAMPLE, COOPERATIVE ARRANGEMENTS WITH OTHER CATEGORICAL PRESCHOOL 
PROGRAMS THAT WOULD ALLOW CHILDREN MAI NSTRE AM I NG EXPER lENCESx MAY BE 
CONSIDERED. 



ACYF should encourage Head Start prcgrams to pursue approaches 
to mainstreaming "that would lessen the pressure among various agencies 
to compete for children from a finite handicapped preschool popula- 
tion. One program's "loss" should not autoiaat ? cally imply another's 
"gain". For example, field staff encountered at least two programs 
in which children received a mainstreaming experience in Head Start 
for a portion of the program week and were then transferred to a 
public school setting for in-depth therapeutic and educational ser- 
vices. Both Head Start and the public schools considered these 
children as enrollees of their particular programs thereby relieving 
funding pressures. At the same time, however, the children were 
provided with first-rate services. 

RECOMMENDATION ; 

ACYF SHOULD BRING TO THE ATTENTION OF THE APPROPRIATE CONGRES- 
SIONAL COMMITTEE THE NEGATIVE CONSEaUENCES OF THE LEGISLATIVE MAN- 
DATE. ACYF SHOULD RECOMMEND TO CONGRESS THAT THE 10 PERCENT QUOTA 
SHOULD BE CONSIDERED A GUIDELINE RATHER THAN A REQUIREMENT AND THAT 
ACCOUNT 26 FUNDS. SHOULD BE MADE AVAILABLE WHETHER OR NOT A PROGRAM 
MEETS THIS GUIDELINE. 

We further suggest that the 10 percent requirement be modified 
slightly. so that programs j ustifiably unable to meet the mandate 
are not penalized through loss of Account 26 funding. Rather, we 
believe programs should continye to receive funds earmarked for 
handicapped services irrespective of the proportion of handicapped 
children enrolled. . . 

However, we realize that weakening the 10 percent ruandate could 
possibly result in, a certain amount o£ backsliding among Head Start 
programs with respect to their handicapped efforts. Therefore, we 
recL.nmend that any program unable to meet the mandate should be re- 
quired to fully document the reasons for the short fall and detail 
the outreach efforts\ undertaken . Before this report is accepted. 
Regional ACYF personn^^l should review the program's outreach and 
recruitment practices \to ensure that a reasonable effort has been 
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made to locate potential handicapped enrollees. I£ a review o£ a 
program's outreach effort indicates that failure to meet the 10 per- 
cent guideline is a functiein of inadequate outreach activities, then 
we recommend that a portion o£ the handicapped fundS' provided to 
that program be specifically earinark^d for the development of more 
intensive activities in this area. 

We further recommend that the level of funding for handicapped 
services on a per pupil basis be increased substantially for pro- 
grams able to meet the 10 percent guideline and where the nature of 
children's handicaps clearly requires extraordinary expenditures for 
more highly trained staff and/or special equipment. This would pro- 
vide a financial incentiye for developing strong handicapped out- 
reach efforts that is less likely to result in mislabeling than in 
the present system of allocation of handicapped funds. 

RECOMMENDATION s 

ACYF SHOULD CONSIDER A LONGITUDINAL STUDY OF HANDICAPPED CHIL- 
DREN ENROLLED IN HEAD START THAT WOULD HAVE AS ONE OF ITS OBJECTIVES 
AN ASSESSMENT OF THE VALIDITY OF DIAGNOSTIC RESULTS HEAD START USED 
TO ASSIGN HANDICAPPED LABELS. IDEALLYi SUCH AN ASSESSMENT SHOULD BE 
CONDUCTED AFTER CHILDREN ENTER THEIR THIRD YEAR OF PUBLIC SCHOOLING 
WHEN THE PERMANENCY OF DISABILITIES BECOMES MORE APPARENT. 

Finally, we strongly suggest a nationwide diagnostic validation 
study in which independent diagnostic teams reconfirm both the nature 
and severity of disabilities assigned to handicapped children in 
Head Start. Further, this study should also be used to reconsider 
current ACYF diagnostic guidelines. In addition to providing ACYF 
with conclusive data on the extent of this problem, the announcement 
of such a study should also make programs far more cautious in their 
diagnostic practices. 

VKOQKam Se,^vA.cz6 V^ovldzd to Handlcappzd CkA^ld^zn 

As initially conceptualized. Project Head Start was intended to 
facilitate the assimilation of children into the public school system 
who, by reason of economic disadvantage , might otherwise have not had 
the necessary social experiences to successfully adjust to the public 
school milieu. In addition to so-called compensatory educational 
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experiences, the early promoters of Head Start recognized that a com- 
prehensive set of services was required involving health and dental 
care, family assistance, and parental counseling. This comprehensive 
service model recognized that the development of social competence, 
defined as ''the child's everyday effectiveness in dealing with his/ 
her environment and responsibilities in school and later life,'' was . 
contingent upon m-^^ny factors. Even today, there are few preschool 
programs that seek to administer so completely to the needs of chil- 
dren and their families. 

However, the development of social competency in children who' 
suffer from physical and/or mental disadvantage often requires an 
approach quite different from that required in the case of children 
who suffer economic disadvantage. In the latter situation a typical 
objective In the pursuit of social competency might be to develop a 
sound understanding of oral hygiene through activities designed to 
show the importance of brushing teeth and avoiding sweets. In the 
case of handicapped children, a similar objective may first require 
careful and painstaking instruction just to have the child become 
capable of manipulating a toothbrush^ 

The level of instructional sophistication and programming re- 
quired in meeting the oral hygiene objective with the handicapped 
child is far greater than that required to meet this same objective 
with his/her non-handicapped peers. With the handicapped child, 
imparting social skills requires careful assessment of the child's 
level of functioning, development of individualized instructional 
strategies for accomplishing discrete tasks related to the skill in 
question, repetition of instruction until the objective has been 
accomi}lished and the utilization of specialized professionals to 
assist in those aspects of a service plan that are beyond the capa- 
bility of the typical educator. The level of effort is much greater 
•than that required for the non-handicapped child. In brief, whereas 
compensatory educat ion has characterized Head Start's efforts with 
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non-handicapped children, primary educational intervention and asso- 
ciated services are necessary to effectively meet the needs of 

handicapped children • 

(■ 

The data in the previous chapters have indicated, however, that 
in some respects, many Head Start programs are not prepared to de- 
liver the kind of quality service that handicapped children de- 
mands For example, nearly all the sample children were main- 
streamed, but 39 percent were mainstreamed without supportive ser- 
vices • There were several children (10 of 71) with severe handicaps 
who were considered mainstreamed but some question exists as to 
whether they were actually benefiting from being mainstreamed be- 
cause they remained essentially isolated from their non-handicapped 
peers. 

Furthermore, nearly 40 percent of the children investigated 
were not provided- instructional programs guided by a formal (writ- 
ten) individualized plan of services. Among those children who 
did have plans, many relied heavily on non-directed learning ex- 
periences to develop social , cognitive, and motor skills. 

Other tiata indicated that, compared to non-Head Start pro- 
grams. Head Start staff were far less prepared academically to 
serve handicapped children and it was not apparent whether this 
deficit was being adequately addressed through inservice training. 

Finally, and perhaps most critically, functional assessments, 
so necessary ;.o the development of appropriate plans of services, 
were not completed for many of the sample children until the pro- 
gram year was well under way. 

Based on these findings, we? f'eeli that ACYF needs to consider 
immediate steps to upgrade the quality of services to Head Start 
programs to provide to handicapped children. To summarize, the 
basic problems are as follows: > . 
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Unacceptable delays between the time children are 
enrolled in Head Start and the time functional 
assessments are completed.. 

Absence of individual plans of services and/or plans 
of services that provided for ineffective or in- 
appropriate strategies to promote the development of 
handicapped children. 

The pursuit of a mains treaming experience as an 
end rather than as a means. 

o Lack of adequate staff preparation and inservice 

training to effectively deal with the special needs 
of the handicapped and, other than for diagnostic 
confirmations, an underutilization of outside pro- 
fessionals to assist and support Head Start staff in 
the provision of therapeutic and instructional ser- 
vices to the handicapped. 

Recommendations addressing each of these problem areas are out- 
lined below. 



SPECIFIC ISSUE ; 

FUNCTIONAL ASSESSMENTS NECESSARY FOR THE DEVELOPMENT OF 
. INDIVIDUALIZED PLANS OF cERVICES WERE FREaUENTLY NOT COMPLETED 
UNTIL LATE IN THE HEAD START PROGRAM YEAR. 



Data in Chapter 7 indicated that for a variety of reasons," 
many of the sample children did not receive functional assessments 
related to their specific handicaps until late in the program year. 
Without such assessments, it is difficult to develop individualized 
plans of services to meet the needs of handicapped children. Con-, 
sequently, ACYF must take steps to ensure that assessments occur 
as soon in the program year as possible so that handicapped Head 
Start enrolless might obtain the maximum benefits of this program 
experience. 
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RECOMMENDATION ; 

IN ORDER TO DELI VZR ' SERVICES TO HANDICAPPED CHILDREN IN A TIMELY 
MANNER* SCREENING ACTIVITIES SHOULD OCCUR PRIOR TO PROGRAM ENTRY 
INSOFAR AS POSSIBLE! OR AT LEAST IMMEDIATELY FOLLOWING PROGRAM EN- 
TRY. TO FACILITATE THIS PROCESS, ACYF SHOULD MAKE FUNDS AVAILABLE 
FOR SCREENING ACTIVITIES DURING THE CURRENT PROGRAM YEAR FOR THE 
UP-COMING YEAR'S RECRU ITMENT EFFORTS . 

Screening is the first step in a series of events (including 
diagnosis and functional assessment) intended to culminate in the 
development of an individualized program o£ activities for handi- 
capped children. Screening is only important vis-a-vis diagnosis, 
since its purpose is to provide a more efficient diagnostic process 
by quickly targeting a subgroup of children ^'at risk" of having 
problems. Children, however, cannot legitimately be determined to 
be handicapped solely on the basis of screening results. For the 
handicapped children in this study, screening did not occur suf- 
ficiently early in the program year to permit timely service deliv- 
ery, as the following summary of results indicates. 

The Head Start Program Performance Guidelines recommend that 
each child should be completely screened within 90 days of program 
entry. Over one-third of the sample children were not screened with- 
in this period. Furthermore., even if a child is screened within 
' 90 days of program entry, a great deal of additional time may elapse 
while his/her confirmation of handicap and functional assessment 
are conducted and recommendations are developed. Well over half 
of the program year may elapse before a^ child receives services 
based upon this series of increasingly refined evaluations, even if 
the evaluations were conducted in accordance with the Performance 
Guidelines. 

Screening should be conducted as early as possible for each 
child so that timely services can be delivered to the children _ 
determined to be handicapped. We believe that Head Start . programs 
could easily conduct screening services. in conj unction . with re- 
cruitment efforts that occur prior to the beginning of the program 
year. 
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To do this, though, we believe it necessary that ACYY make ~ 
available Program 2& funds specifically earmarked for preenrollment 
screening, and these funds should be made available in the program 
year prior to the one for which potential enrollees are being 
screened. 

Screening during the course of the program year ^should be re- 
served for those children who are not recruited until the program 
has started. Screening must occur at an earlier time than it 
currently does if_Head Start is to effectively provide appropriate 
services to handicapped children. 

RECOMMENDATION ; 

THE ORDER AND RELATIVE PRIORITY OF THE COMPONENTS OF THE DIAG- 
NOSTIC PROCESS SHOULD BE CHANGED. SPECIFICALLY, FUNCTIONAL ASSESS- 
MENTS SHOULD OCCUR AS EARLY IN THE PROGRAM AS POSSIBLE. CONFIRMA- 
TION OF HANDICAPS MAY, IF NECESSARY, BE CONDUCTED AT A LATER DATE, 
SINCE THE CONFIRMATION COMPONENT OF THE DIAGNOSTIC PROCESS, BY 
ITSELF. IS NOT AS CRITICAL TO THE DEVELOPMENT OF SERVICE PLANS. 
APPROPRIATELY CREDENTI ALLED PROFESSIONALS SHOULD BE, INVOLVED IN 
FUNCTIONAL ASSESSMENT PROCEDURES. 

In order to further facilitate the delivery of services to chil- 
dren in Head Start, there is no reason why each child should not 
receive a functional assessment immediately upon program entry. 
Techniques exist for such assessments that woul^d allow Head Start 
staff to perform these assessments relatively independently of the 
.rest of the diagnostic process, particularly for class based ser- 
vices. (However, to the extent possible, appropriately credentialled 
professionals should be involved in assessment procedures and/or 
the interpretation of assessment results). Based on these early 
assessments, plans of services could be established and implemented 
without waiting for the conclusion of the process Head Start staff 
must undertake to establish a confirmed diagnosis of a handicapping 
condition. 
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■,CIFIC ISSUE ; 

MANY OF THE HEAD START CHILDREN INCLUDED IN THIS STUDY DID NOT 
HAVE INDIVIDUAL PLANS OF SERVICES. OR HAD PLANS OF SERVICES THAT PRO- 
VIDED FOR INCOMPLETE -STRATEGIES TO PROMOTE THE DEVELOPMENT OF HANDI- 
CAPPED CHILDREN. 



It is clear that the requirements to develop individualized 
plans for handicapped children, and the requirement to document 
these plans in a written individual plan o£ services, were not 
fully implemented by many o£ the Head Start programs in the sample. 
For example, although the staff indicated that almost 70 percent 
of the children had individual plans of services, written plans 
were located in the children's files for only half of the sample. 
Many of the existing written plans did not address the full range 
of activities required by the Performance Guidelines. Many plans 
contained very minimal amounts of information and, in the opinion 
of field staff, were an insufficient basis for service delivery. 
Field staff also reported that the Head Start staff with whom they 
spoke did not always understand the concept of individualized plan- 
ning or the need to develop a detailed, comprehensive plan of ser- 
vices for each handicapped child. 

Monitoring activities were reported for almost all of the 
children and service plans of almost all of the children who had 
them were reportedly modified on the basis of monitoring results. 
However, since ' structured assessments were infrequently used for 
monitoring purposes and since there seemed to be little relationship 
between inonitoring and service plans, we question the usefulness of 
the monitoring activities that were reported. The data provided 
did not permit a direct assessment of this issue . 
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RECOMMENDATlONj ^ 

ACYF MUST TAKE STEPS TO ENSURE THAT HEAD START STAFF DEVELOP 
COMPREHENSIVE INDIVIDUALIZED SERVICE PLANS FOR THEIR ENROLLEES. 
ACYF MUST DELINEATE AS CLEARLY AS POSSIBLE THE PROCESS OF INDIVIDUAL- 
IZED PLANNING, THE AREAS THESE PLANS MUST ADDRESS, AND THE MODIFICA- 
TION OF PLANS AS A FUNCTION OF ONGOING ASSESSMENT. 

RECOMMENDATION ; 

THE EDUCATIONAL SERVICES PLAN FOR HANDICAPPED CHILDREN SHOULD 
MEET THE REaulREMENTS OF INDIVIDUAL EDUCATIONAL PLANS (lEP) AS OUT- 
LINED IN PUBLIC LAW 94-142. THIS WOULD GREATLY FACILITATE SERVICE 
CONTINUITY BETWEEN HEAD START AND THE PUBLIC SCHOOLS. 

RECOMMENDATI ON : 

GREATER EMPHASIS SHOULD BE PLACED ON EDUCATIONAL SERVICE PLANS 
THAT REaUIRE OBJECTIVE-BASED INSTRUCTIONAL STRATEGIES. 

Relative to this last recommendation', we believe that i£ a 
primary goal of Head Start is to develop social competency in 
handicapped children. Head Start programs must orient themselves 
toward a service model that emphasizes educational intervention. 
By educational intervention, we mean programs of instruction in 
the areas of cognitive development, fine and gross motor develop- 
ment, and social clcills that are imparted through directed in ruc- 
tional strategies. As indicated in an earlier chapter, many Het 
Start programs utilize lon-directed instructional methods. Such 
methods are quite satisfactory for non-handicapped enrollees who 
can be expected in much from such instructional techniques. 

However , handicap .^d children' may need, in addition, more directed 
instructional services to learn basic skills that non-handicapped 
children may learn incidentally. 

SPECIFIC ISSUj ^; 

SEVERAL CHILDREN INCLUDED IN THIS STUDY WERE FOUND TO BE MAIN- 
STREAMED ONLY IN THE BROADEST SENSE OF THE TERM; THAT IS, SOME 

HANDICAPPED CHILDREN WERE SERVED IN THE COMPANY OF NON-HAND I CAPPED 

PEERS BUT REMAINED SOCIALLY ISOLATED. 

One of the strengths of Head Start's approach .to serving handi- 
capped children is the strong emphasis on mainstreaming . As the data 
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in this report have indicated, almost all the children investigated 
were served in a mainstream context. There is the concern, though, 
that mainstreaming is often pursued as a goal in itself rather than 
a means to an end. Mainstreaming must be evaluated for each handi- 
capped child as if it were one of many possible components of an in- 
dividual plan of services. For most children, mainstreaming should 
contribute positively toward the development of self-respect, self- 
confidence and social competency. For other children, though, main- 
streaming applied indiscriminately may contribute nothing. Even 
worse, it may detract from a more intensive program of services that 
the child's disability requires. 

We strongly believe that if Head Start is to continue to serve 
handicapped children, particularly those with severe disabilities, 
then local programs should be allowed to develop an individual plan 
of services ^ost appropriate for a given child even if that plan re- 
quires only . imited contact with non-handicapped peers. The goal 
should be to provide services in the least possible restrictive 
placement commensurate with the child^s functional abilities and 
instructional/therapeutic needs > 

RECOMMENDATION ; 

ACYF SHOULD ESTABLISH TECHNICAL ASSISTANCE EFFORTS TO BETTER 
PREPARE HEAD START PROGRAM STAFF TO IMPLEMENT VARIOUS MAINSTREAMING 
OPTIONS THAT COULD BE -IMPLEMENTED THAT WOULD BEST MEET THE INDIVIDUAL 
NEEDS AND ABILITIES OF THE CHILD. IT IS IMPORTANT THAT MAINSTREAM- 
ING BE A MEANS TO AN END RATHER THAN AN END IN ITSELF. 



SPECIFIC ISSUE ; 

HEAD START STAFF APPEAR TO LACK FORMAL PREPARATI ON TO DEAL 
WITH THE SPECIAL NEEDS OF THE HANDICAPPED AND THIS LACK OF FORMAL 
PREPARATION IS NOT, ADEaUATELY COMPENSATED THROUGH THE UTILIZATION 
OF OUTSIDE PROFESSIONALS. 

Handicapped children in Head Start are not often served by 
classroom staff with relevant academic training. Even though half 



^£ the study children had teachers with at least a college degree, 
less than half of this group of teachers had a degree in either 
early childhood education or special education. Only 20 percent 
of the children had teachers with extensive preparation (i.e., 
academic degrees) in early childhood or special education. Where- 
as this situation may well be satisfactory for non-handicapped chil- 
dren, it is, in the absence of resource assistance, f^ir more dif- 
ficult to justify for children with moderate to severe handicaps. 

The overall educational level of classroom teachers and the 
proportion of teachers with degrees in special education was much 
higher for the non-Head Start programs, including programs that 
provided a mainstream setting. If one assumes' that teachers' train- 
ing has an impact on the growth and development of children in their 
classes, it appears that most of the handicapped children in Head 
Start had teachers who were not well prepared to. meet their special 
needs . It should be stressed that we are not, suggesting that a 
degree in^^s ^ecial education should be required to teach handicapp ed 
chjj.dren jjn_ a Head Start program. To the_ contrary we recognize a nd 
sug port tjie^ concept that highly effective services can be rendere d ' 
by_ paraprofessionals , provided however, that they receive the pre - 
reguis it ent raining . This training v/as not in evidence for many of 
the Head Start personnel encountered in this study. Only.io per^ 
cent of the children's staff received training in any one area re- 
lated to handicapped services for 15 hours or more, and consequently 
this .training must be considered only marginal . 

Lack o£ specialized training of the teaching staff could be 
compensated for if children receive regular services from special- 
ists who are trained to meet their unique needs. Although most all 
of the children in the study sample received services from profes- 
sio^nals at least once during the program year, including screening 
and/or diagnosis, only 40 percent of the children received 
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intervention or therapeutic services from professionals on a regular 
and frequent basis (i.e., at least weekly). Furthermore, over half 
of the samtDle children (56%] did not receive any one-to-one ser- 
vices other than screening or diagnosis from a specialist (i.e., a 
staff member with a degree in special education or an external spe- 
cialist) during the program year. 

RECOMMENDATION:. 

ACYF SHOULD EXPAND THE EXISTING CHILD DEVELOPMENT ASSOCIATE 
(CDA) . PROGRAM TO INCLUDE THE CREDENT! ALING qf STAFF IN SPECIAL 
EDUCATION SERVICES. 

RECOM ME NDATION;. 

ACYF SHOULD PROVIDE FUNDS THROUGH ACCOUNT 26 TO PERMIT HEAD 
START STAFF SPECIFICALLY To SECURE THE SERVICES OF OUTSIDE PROFES- 
SIONALS FOR PURPOSES OF PROVIDING DIRECT AND INTENSIVE SERVICES TO 
HANDICAPPED CHILDREN ENROLLED IN HEAD START. 



SPECIF ^IC ISSUE ; 

Head start classrooms are often not eauippED to meet, the needs 

OF SEVERELY HANDICAPPED CHILDREN. 

Another area in which we believe ACYF could improve the Head 
Start handicapped effort concerns the resources and facilities avail- 
able to Head Start programs. Data in Chapter 3 clearly indicated 
that many Head Start classrooms are not equipped to serve certain 
handicapped children, particularly those that are severely handi- 
capped and/or are physically handicapped. This lack of equipment 
involves not only aspects, of the physical plant of Head Start, 
classrooms (e . g • > P-'-^^^^i^g and sanita'ry facilities) but also special 
instructional materials to support educational and therapeutic pro- 
grams. 



^££ OMMENDATION S: . , 

ACYF SHOULD MORE AGGRESSIVELY PUBLICIZE THE AVAILABILITY OF 
ACCOUNT 26 FUNDS FOR UPGRADING AND MODIFYING PHYSICAL FACILITIES AND 
SPECIAL EaUIPMENT NECESSARY TO PROVIDE APPROPRIATE SERVICES TO THE 
SEVERELY HANDICAPPED. 

Mg ^MMENDATION : 

ACYF SHOULD PROVIDE HEAD ^ ART PROGRAMS v^ITH TECHNICAL ASSIST- 
'^NCE TO IDENTIFY ARCHITeCTUAL BARRIERS TO SERVING THE HANDICAPPED 
AND HOW TO USE AVAILABLE FUNDS TO UPGRADE CLASSROOM FACILITIES. 

R£CQMMENDATIONl 



ACYF SHOULD DEVELOP EBUIPMENT AND MATERIALS GUIDELINES FOR 
^E:AD start PROGRAMS SO THAT PROGRAM STAFF CAN BETTER EVALUATE THEIR 
^PECIFIC EaUlPMENT NEEDS. THESE GUIDELINES SHOULDi WHEN APPROPRIATE. 

^E Developed for each op- the basic handicapping conditions served by 
"e:ad start. 

During the course of field work activities, Head Start staff ., 
personnel often asked field staff for assistance in such areas as 
the selection of screening instruments, acquisition of staff train- 
ing materials to support their handicapped services, and the inter- 
pretation of various Head Start program standards and regulations 
pertaining to handicapped children. Also, in establishing the 
Phase I sample, it was clear to project staff that much confusion 
exists concerning the diagnostic criteria Head Start programs are 
supposed to follow in the labeling of children for reporting pur- 
poses. In short, the level of technical assistance ACYF has pro- 
vided to Head Start grantees must be upgraded. 



SP ECIFIC ISSUj i. 

HEAD START personnel, in SOME PROGRAMS, ARE UNAWARE OR UNSURE 
METHODS AVAILABLE FoR WORKING WITH HANDICAPPED CHILDREN. 
f^URTHER. PROGRAM STAFF ARE UNSURE ABOUT HEAD START PROGRAM REGULA- 
TIONS AND STANDARDS THaT APPLY TO EFFORTS TO SERVE HANDICAPPED 
CHILDREN. 
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RE COMMENDATION : 

EFFORTS SHOULD BE MADE. TO PROMOTE THE UTILIZATION OF RESOURCE 
ACCESS PROJECTS (RAPs) TO STRENGTHEN THE aUALITY OF SERVICES HEAD 
START PROGRAMS CAN PROVIDE HANDICAPPED CHILDREN. SPECIFICALLY, 
RAPs SHOULD BE PROVIDED WITH BUDGETS TO CONDUCT TRAINING AND TECH- 
NICAL ASSISTANCE ACTIVITIES THAT HERETOFORE RAPs WERE FORCED TO 
ARRANGE FROM OTHER SOURCES. IF POSSIBLE, RAPs SHOULD BE ESTABLISHED 
AT THE STATE LEVEL. 

Throughout the data collection effort only occasional refer- 
ences were made to the RAPs. Because many of the requests for 
assistance we received clearly fell within the scope of activities 
RAPs were established to perform, we believe considerable effort must 
be made to promote awareness among Head Start programs concerning the 
services RAPs can provide. Furthermore, RAP personnel, preferably 
in coordination with other training facilities , should endeavor to 
implement an on-going needs assessment program and quickly follow up 
at the individual program level any reported or perceived program 
need related to the effort to serve handicapped children- 

We also feel that RAPs should function as more than service 
brokers: We believe that in order to be truly effective, RAPs 
must be funded to conduct their own training and technical assist- 
ance activities and pay for services provided to individual programs 
if these services cannot be provided in-kind or paid for out of 
local program funds. In other words, RAPs should be configured 
to help provide the supportive services which some programs pres- 
ently lack. 

'Out^zack and RzcA.ultmznt 

Data in Chapter 5 indicated that one of the basic differences 
between the Head Start and non-Head Start programs was that Head 
Start programs were more likely to enroll handicapped children 
through their own screening and outreach efforts rather than through 
referrals of children previously identified as handicapped by other, 
agencies or professionals. In some respects, this must be considered 
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a strong point of the Head Start handicapped effort because it in- 
dicates that Head Start is targeting on children whose disabilities 
would likely have gone unserved and unrecognized until their entry 
into the public school system. 

We would be more positive about this aspect of the Head Start 
handicapped effort if it were not for the fact that nearly 60 per- 
cent of all the handicapped enrollees in our study sample were identi- 
fied through normal recruitment and enrollment procedures. Very few 
of the sample children were recruited as a result of special outreach 
efforts designed to identify and serve handicapped children. What 
this indicates is that the majority of the children designated as 
handicapped came from the population Head Start might have served even 
without the mandate to enroll the handicapped. 



SPECIFIC ISSUER 

HEAD START OUTREACH EFFORTS DO NOT APPEAR TO BE VERY EFFECTIVE 
IN LOCATING HANDICAPPED CHILDREN IN THE COMMUNITY. 



RECOMMENDATION 

ACYF SHOULD MAKE ARRANGEMENTS FOR INCREASED TRAINING AND TECH- 
NICAL ASSISTANCE IN RECRUITMENT AND OUTREACH TECHNiaUES DESIGNED TO 
IDENTIFY CHILDREN WITH POTENTIAL DISABILITIES. in ADDITION, ACCOUNT 
26 FUNDS SHOULD BE MADE AVAILABLE TO SPECIFICALLY SUPPORT THESE OUT- 
REACH ACTIVITIES. THESE FUNDS SHOULD BE PROVIDED AT THE SAME TIME 
SCREENING FUNDS ARE PROVIDED (SEE P. 12.12). 

RECOMMENDATION ; 

AT THE NATIONAL. STATE. AND LOCAL LEVELS. HEAD START NEEDS TO 
UPGRADE PROMOTIONAL EFFORTS TO INFORM NOT ONLY THE GENERAL PUBLIC 
BUT ALSO OTHER AGENCIES OF THE SERVICES HEAD START CAN PROVIDE TO 
HANDICAPPED CHILDREN. 



SPECIFIC ISSUE ; 

HEAD START PROGRAMS ARE OFTEN UNAWARE, OR NOT A PART OF, STATE 
OR LOCAL CHILD FIND AND REFERRAL SYSTEMS. 
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Although 26 percent o£ the sample children investigated in this 
study came to Head Start . through referrals, most o£ these were re- 
ferrals which did not come from agencies that are routinely involved 
with the problems of the handicapped such as the Easter Seal programs, 
the Crippled Children Association, the Association for Retarded 
Citizens, etc. Because of the excellent opportunity for providing 
handicapped children a mainstreaming experience in a Head Start pro- 
gram, we believe that ACYF should take steps to encourage closer 
linkages between agencies such as those mentioned ard Head Start. 
This cooperation could be greatly facilitated by establishing inter- 
agency agreements at the national and State levels. 

Furthermore, few of the Head Start programs we visited were 
actively participating in child find and outreach projects currently 
in existence. While we have advocated more intensive outreach 
efforts on the part of individual programs, we also believe Head 
Start programs should make greater efforts to offer their services 
to children identified by other outreach networks. brief, not 

only should more handicapped children be enrolled through special 
handicapped outreach activities, more children should also be en- 
rolled through referrals from other agencies. The c^ ^d-centered 
service model that Head Start is so actively pursui: emands greater 
interagency cooperation in the placement of special children than 
has been indicated to date. 

RECOMMENDATION : 

ACYF» PARTICULARLY AT THE REGIONAL LEVEL, SHOULD TAKE ACTION TO 
ENSURE THAT HEAD START GRANTEES ARE LINKED TO STATE AND/OR BEH« 
FUNDED CHILD OUTREACH PROJECTS AND OTHER REFERRAL SERVICES OPERATED 
BY AGENCIES SUCH AS ASS OC I ATI ONS FOR RETARDED CITIZENSi EASTER SEALS, 
UNITED CEREBRAL PALSY ASSOCI ATI ON , AND EPSDT CLINICS. AT THE 
NATIONAL LEVEL, ACYF SHOULD ESTABLISH STRONG INTERAGENCY COORDINA- 
TION WITH THE CHILD HEALTH ASSESSMENT PROGRAM (CHAP) TO ENSURE THAT 
NEW FEDERAL EFFORTS IN THE AREA OF CHILD HEALTH INCLUDE ACYF INPUT. 



SPECIFIC PROBLEM ; - 

HEAD START PROGRAMS ARE UNSURE OF THEIR RESPONSIBILITIES CON- 
CERNING PUBLIC LAW 94-142. 



Effective outreach and recruitment of handicapped children in 
Head Start requires close cooperation with orher agencies also serv- 
ing the handicapped. As outlined in a previous recommendation, ACYF 
should take action to develop this cooperation. We believe that an 
essential step in establishing close interagency cooperation is the 
clarification of Head Start's position vis-a-vis PL 94-142. 

Throughout the Phase I effort, field staff had the opportunity 
to observe ways in which PL 94-142 had directly effected the Head 
Start effort. This effort has generally been negative for two 
reasons. One, PL 94-142 ha^ created an atmosphere of competition 
for enrollees between Head Start and programs required to comply 
with 94-142. Secondly, PL 94-142 is perceived as a standard for 
handicapped services which Head Start programs fail to, meet. Further- 
more, several Head Start programs expressed confusion and frustration 
as to how PL 94-142 did or did not apply to their part icular efforts 
to serve handicapped children. 

RECOMMENDATION ; 

ALTHOUGH PL 94-142 PERTAINS TO PROGRAMS OPERATED UNDER THE 
AUSPICES OF STATE EDUCATION AGENCIES, ACYF SHOULD TAKE STEPS TO 
FAMILIARIZE HEAD START PROGRAMS WITH THIS LEGISLATION AND TO PUB- 
LICIZE THE SIMILARITIES BETWEEN THE PROVISIONS OF 94-142 -AND THE 
HEAD START PERFORMANCE STANDARDS. 

Implementation of this recommendation will help to eliminate 
this barrier to effective interagency cooperation. Head Start pro- 
grams should be given information and training materials relating 
to PL 94-142 and its requirements and, on a State-by-State basis, 
be informed as to how these requirements affect Head Star.t opera- 
tions. We also suggest that ACYF develop for distribution to all 
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State Education Agencies CSEAs) and Local Education Agencies (LEAs) 
an explanation of the relationship between the provisions of P.L. 
94-142 and the Head St rt performance standards so that perceived 
inconsistencies can be fully discussed and refuted. The recent 
ACYF brochure entitled "PL 94-142: What Does It Mean To Head Start 
is an example of the type of information that needs immediate and 
widespread distribution. 
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TABLE A3 a 



Hajidicappiiig Condition 



Mode of Mainstreaming By Primary Handicap 
T)pes of Mainstreainin^ 

Caflete. Without toplete, With Sup- ' SlV'^J-^'t' ? Reverse ' Partial 

Supportive Assistance portive Assistance K S^^^ Mainstreaing [.lainstreaiEing Mainstr(^iiig 

^ of Cclw Row I of ColiMn Row ^ ^f^ ™ \ of O^lm Row \ of CoIim Row i of Cota Row 



No 



Vi siiftl 1 V Im 1 rwl /HI i fid 


28 fi 


42.9 


23.8 






4.7 
(N=l) 




(N=6) 


(N=9) 


(N=5) 






Hearing Impaired/Deaf 


52.2 


47.8 


* 


t 


* 


* 




(N=12) 


(N=ll) 










Physically Handicapped 


43.2 


43.2 


2.7 


8.2 


2.7 
(K=l) 


* 




■ (N=16) 


(N=16) 


m] 


(N=3) 




Speech Impaired 


32.2 


61. P. 


1.7 


1.7 

(N=l) 


3.4 

(N=2) 


* 




(N=19) ■ 


(: 5) 


(N=l) 




llealth/Developiientally Impaired 


53,3 


40.0 


3.3 

(N=l] 


* 


, 3.3 

(H»l) 


it 




(N=16) 


(N=12) • 






Mentally Retarded 


45.7 

(N=16) . 


45.7 


5.7 


*• 


* 


2.8 


Learning Disabled 


32.2 


45.2 


(N=2) 

ii 




19.4 


{N=l] 

3.2 

(N'l) 


Seriously Bnotionally Disturbed 


, (N=10) 


(N=14) 






(N-6) 


27.4 


57.6 


6.0 




6.0 


3.0 
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TABLE A3. 2 



Mode of Mainstreaming by Level of Handicap Severity 








?es of Mainstreaming 










tonplete, Without 




Complete, Team Taught by 










Lomplete, With 


Special Education Teacher 


Reserve 


Partial 


No 


Severity Level 


Supportive Assistance 


SUTOrtive As<;kt'inre 




j'wjiibLreaniing 


MninstrMminfT 


Mainstreaniing 


I of Column 


\ of Colujiui 


\ of Column 


^ of ^olifin 


1 of Colimin 




i'Jilu 




4/ 1 J 






I \ 








• (N=2!)) 


(f«'=2) 




(N=2) 




Moderate 


44,1 


45,9 


3,6 


1.8 


2.7 • 


1.8 

(N=2] 






(N=51) 


(NM) 


(N=2] 




Severe/Profound 


28.8 


S5.0 


3,8 


2.5 


B.8 


1.3 . 




[Ml] 


(N=44) 


(N=3) 


(N=2) 


m 


(N=l) 


Other 


23. S 


52.9 


17.6'-. 


* 




5.9 
(N»l) 




(N^) 


(N=9] 


m] 







TABLE A3. 3 



Social Iiltegration 
Not Socially Integrated 

Somewhat Socially Integrated 

Socially Integrated 



miAL 



Degree of Social- Inte|iration by Priwiry Handicap 



llealtli/ ; 
Develop- Senoiisiy 

Visually Impaired/ Hearing I^ipaired/ Physically Speech mentally Mentally Learning Bnotionally 

Blind Deaf Itindicapped Impaired Impaired Retarded Disabled Disturbed 

\ of C olm _ UfColuiin . I nfColiM n \ of Coliin [^fjolu^ iolColiJon [^Kol™ iilColiain 



5.3 


IJ.O 


12.5 


S.7 


3.6 


20.7 


10.7 ■ 


8.6 






(N=7) 


(N=l) 


(N=l] 


[M] 


(N=3) 


(N=2) 


lO.S- 


llA ' 


18,8 


20.8 


11.3 


31.0 


32.1 


52.2 ■ 


m] 






(N=ll) 


(N=4) 


(N=9) 


(N=9] 


(N=12] 


84.2 


69.6 


68.7 


■ 73.5 


82.1 


48.3 


57.1 


52.2 


(N=16] ■ 


(N=16) 


(N'22) 


(N=39) 


(N'=23) 


(N=14) 


■ (N=16) 


[Hi] 


19 


23 


32 


53 


28 


29 


26 


23 



-Totals less than those indicated in Chapter 2 because observations could not be completed for 31 children. 



Distribution of Screening Completeness by Location of 
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?3!Eletenes^ 

Comple^^ Partial' 

Plus- Plus 

n . Complete Additional Pj^ti'i Additionar 

iomni' Not Reported Screening Screening Screening Screening 

Location ■ i^ioluji idCohm | ofColim \ of Column \ of Column' 



Total** 


100 

(N=15) 


100 

(N=49) 


100 

(N=87) 


100 

(N=66) 


100 

(N=S2) 


Not Reported 


6.7 ■ 
(N=l) 


4.1 ' 

(N=2) 


6.9 

• (N=6) 


1.5 

(N=l) 


7.6 

(M] . 


Urban Locatiin 


73.3 
(N=ll) 


38.8 
(N=19) 


40.2 
(N=35) 


57.6 
(N=38) 


48.1 

(N=25) 


Rural Location 


20.0 
(N=3) 


57.1 

(N=28) 


52.9 

:(N=46) 


40.9 

(N=27) 


44.2 
(N=23) 
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TABLE A6.,.2 



$£l£eninR Area 



Type of Service FroviJer hho Perforfid Additional Screening in tach Screening Area 

l^rovidcrs 



Pediatrician/ 

Luciisod Speech professional public 

, . 'Ps)'cholocist/ :;eaicM Thcrnpist/ 'icdical Social Hcaltli 

To. 1 liej^orted Psychiatrist Professional Amlioloi;in pcrsomicl 1^'orker Mnrs^ 

ijvjow Ujjow O^^iow [hjj^ !J)/ Row : liou Uy Dow , Hq 



Not 



Vision 100 

(N- 

Hearing • 100 

(N- 

%Mcal lOO 

C^iorJinaiion 
and 

D^JVelopment 

Speech' and 100 • 
Language (N' 

IntcUecmal 100 83.3 
Development (N-Z69] (N- 



87.7 
(N»236) 


It 


(N-23) 


< 


79.6 




3,3 
(N»9) 


12,6 
(N"34] 


81.4 - 
■ (N'219) 


7.1 


7.4 

(N-20) 


1,5 
CH) 


72.5 

(N-195) 


1.1 
(N'3) 


1.5 


16.4 
(H"44) 



Social/ 

^notional 

Development 



100 8J.6 

(N-269) (N.225) '(,V21) 



1,5 
(N-4) 

1.9 
(N-5) 

0,7 
(N'2) 



0.4 
(N'l) 



5,2 


0,7 


l.l 




« t 


(NM4] 


(N"2) 


(N'3) 






7,8 


0,4 


0,4 


0.4 


0,4 t 


(N-21) 


(N-l) 


(N'l) 


(N-1) 


(N-1) 



liitcrdis" 

ciplinarf 
To an 

t by How 



1.1 
(N-3) 

,1.5' 
(N'4 

(N"12 



4,5 , 
(N"l) 



Head Start 
Staff 

■ Other 
t by Row 1 by Rox . 



(N'l) 



0,7 
(N"2) 



0,7 
(N-2) 

1.1 
(N'3) 

2,6 
(N'7) 



3.7 

(N'lO) 



t 


u 


0,4 


4.1 




(N'14) 


(N'l) 


(N'Uj 


t 


3.7 


1.1 


2.2 




(N-10) 


(N-3) 


[M] 
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TABLE A6.3 



■ . \ ^ 

Techniqties Used for Head Start 
Regular Screening in Vision 


Technique Type 


% o£ 


Total 


Not reported 


16.4 






CN= 


.44) 


Snellen Picture Chart 


43. 9 






CN= 


118) 


Op thamo logical Exam 


5.2 




CN= 


14) 


Titmus 


10 .8 






CN= 


29) 


Sojourn Hand Test • 


0.4 




CN= 


1). 


n-hVipr formal fs tandardizedl test 


5 . 2 






CN= 


14) 


Observation 


0.7 






XN= 


^2) 


Locally designed instrument 


* 




Other 


4.5 






(N = 


= 12) [ 
1 


Don* t know 


13.0 


1 
1 

1 




(N= 


= 35) ■ 




Total** . 


100 

(N = 


! 

= 269) i 
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TABLE A6.4 



Techniques Used for Head StaVt 
Regular Screening in Heariiv^ 


' ' ■' • ■ \ 
Technique Type \ 


% o£ Total 


Not reported 


\ 13.4 ■ 
\ CN=36) 


Pure Tone Sweep 


\ 

\ 2.6 
\ CN=7) 


Pure Tone Threshold 


7 . 1 
(N=19) 


Impedence 


CN=12) 


Speech Reception Threshold/Speech Discrimination 


* 


Audiometric Exam- Technique not specified 


43.5 

rN=ii7i 

J. J. / ^ 


Full Audiometric Exam (_2 or more o£ the above 
Techniques) 


8.6 

LAN-/ 


Observation 


1 1 

1 • 1 

(N=.3) 


Other formal (standardized) test 


2.6 

CN=7) 


Don' t know ' / 


16.7 

CN=45) 



Total** 



100 

(N=269) 



TABLE A6 . 5 



Techniques Used for Head Start Regular 
Screening in Physical Coordination and 
Development 


Technique Type ^ 


o£ Total 


iNOu iCpUi LcU. 


' 2 3.0 

(N=62) 


irnySJ-v-clx siJ\.cUll 


29.0 

(N=78) 


Learning Accomplishment rrotiie 


2 . 6 
(N=7) 


Jjenver ueveiopmental ocreenmg lest 


13. 4 

(N=36) 


Latrei inranu intelligence lest 


1.1 

(N=3) 


oayie/ ocdi^o ox inranL development 


0.4 
(N=l) 


utiier xormai ts tandaraizeaj test 


6.7 

CN=18) 


Observation 


8.2 

CN=22) 


Locally designed assessment \ 


1.9' 
(N=5) 


Don't know 


13. 8 

CN=3 7) 




Total** 


100 ! 
CN=269). 1 
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TABLE A6 . 6 



Techniques Used for Head Start 
Screening in Speech and Language 


Regular 
Development 


Technique Type 








of Total 


Not reported 








23.8 

(N=64) 


Peabody Picture Vocabulary Test 








8.2 

(N=22) 


Goldman Fristoe Test o£ Articulation 








2.6 

CN=7) ' 


Carrow Test for Auditory Comprehension of 


Language 




1.1 

CN=3) 


Zimmerman Pre -school Language Test 








3.0 

CN=8) 


Illinois Test of Psycholinguis tic Abilities 






0.4 

CN=1) 


Other formal (standardized) test 








24.2 

CN=65) 


Observation 








11.9 

CN=32) 


Locally designed assessment 








.8.2 

(N=22) 


Don' t know 








16.7 

CN=45) 




Total** 








100 

CN=269) 
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Techniques Used for Head Start- Regular 
Screening in Inte llectual Development 

1 


Technique Type 


% of Total 1 
1 


Not reported 


29.0 

(N=78) 


Denver Developmental Screening Test 


i 

14.1 

(N=38) 


Stanford-Binet 


3.0 

(N=8) 


Cattell Infant Intelligence Test 




Learning Accomplishment Profile 


12.6 

(N=34) 


Bayley Scales of Infant Development 


0.4 

(N=ii ; 

i 


Other formal (standardized) test 


11.5 ' 

(N=31) 1 

1 


Observation 


7.1 ' 

(N=i9) ; 

i 

• ! 


Locally designed assessment 


14.5 

(N=39) 


Don't know 


7„ 8 
(N=21) 




Total** 


100 

(N=269) 
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TABLE A6.8 



Techniques Used for Head Start Regular 
Screening in Social Emotional Development 


Technique Type 


of Total 


Ifot reported 


31.2 

CN=84) 


Denver Developmental Screening Test 


13.0 

■ CN=35) 


, Vineland Social Maturity Scale 

\ 


1.9 

(N=5) 


\ 

Bayley Scales o£ Infant Development 


* 


Learning Accomplishment Profile. 


9.3 

CN = 25) 


Other formal (standardized) test 


5.2 

(N = 14} 


Observation 


17.1 

CN=46) 


Locally designed assessment 


11.5 " 

CN=31) 


Other . 


0.7 

- CN=2) 


Don't know 

i ■ ■ 7-^ ■ 


10.0 

(N=27) 



Total ** 



100 

CN=269) 



TABLE A6.9 



1 

Techniques Used for Head Start Additional 

Screening in Vision ' 


Technique Type 


■6 of Total 


Not reported 


87o 7 

(N=256) 


Snellen Picture Chart 


0.7 

(N=2) 


Opthainological Exam 


3.0 

(N=8) 


Titmus 


0.7 

(N=2) 


Sojourn Hand Test 


* 


Other formal (standardized) test 


0 . 7 

(N = 2) 


Observation 




Locally designed instrument 


* 


Other 


■ 1,1 

CN=3) 


DonH know 


5.9 

(N=16) 1 




- — 5iotA-i-** — ,a;,;:> 


100 

(N=259) 



3-n 



TABLE A6.10 



Techniques Used for Head Start 
Ad'dl t ional Screening in Hear ing 

1 f- 


Technique Type 


?5 o£ Total 


Not reported 


80 . 3 

(N=216) 


Pure Tone Sweep 




Pure Tone Threshold 


0.7 

CN=2) 


Impedence 


1.9 
CN = 5) 


Speech Reception Threshold/Speech Discrimination 




Audiometric Exam-Technique not specified 

1 


5 . 6 

CN=15) 


1 Full Audiometric Exam (2 or more of the above 
! Techniques) 

j 


CN=12) 


! Observation 


* 


j Other formal (standardized) test 

i 


0.7 

• CN=2) 


i 

! Don ' t know 

I 

1 _ 


6 . 5 

(N=17) 




\ Total** 

1 ' 


100 

(N=269) 
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TABLE A6.11 



Techniques Used for Head Star 
Screening in Physical Coordination 


L Additi ona-1 
and Developinent 


Technique Type 


% of Total 


Not reported 


81o4 

fN=2191 


Physical exam 


4.8 


Learning Accomplishment Profile 


0.4 


Denver Developmental Screening Test 


0.7 

(N=2) ■ 


Cattel Infant Intelligence Test 


* 


Bayley Scales of Infant Development 




Other formal (standardized) test 


3o 7 

rN=ioi 


Observation 


0,4 


Locally desip"ned as smen 1" 


2 . 2 

(N = 6) 


Don't know 


\ 

6 . 3 X 

(N=l7) 




Total*'^ 


10 0 

(N=269J \ 
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TABLE A6 . 12 



Techniques Used for Head Start Additional 
Screening in Speech and Language Development 



Technique Type 



■s of Total 



Not reported 



Peabody Picture Vocabulary Test 



Goldman Fristoe Test of Articulation 



Carrow Test for Auditory Comprehension of Language 



Zimmerman Pre-school Language Test 



Illinois Test of ^ ycholinguistic Abilities 



Other formal (s tandardizec test 



Observation 



74.0 

CN=199) 



5.6 

CN=15) 



0.4 

CN = 1) 



0.7 

CN=2) 

0.4 

(N=l) 

1.5 

(N=4) 

6 o 3 
(N=17) 

0.4 

(N=l) 



Locally designed assessment 



2.2 

(N=6) 



! Don ' t know 



8.6 

rN=25l 



Total** 



100 



(N=269) 
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TABLE A6.13 



Techniques Used for Head Start Additional 
Screening in Intellectual Development 


Technique Type . . ^ _ 


1 of Total 


J ' ■ 

Not reported 


84o 0 

CN=226) 


Denver Developmental Screening Test 


CN = 1) 


S tanford-Binet 


3o0 
CN=8) 


Cattell inrant Intelligence Test 


4- ' 
rc ; 

I 


Learning Accomplishment Profile 


\ 


Bayley Scales of Infant Development 


I 

CN=l) ; 

i 


Other formal [standardized) test 


j 

5,9 

CN=16) 

1 
1 


Observation 


0.7 

(N = 2) 


Locally designed assessment 


1.9 

CN=5) 


Don ' t know 


3o 7 
CN=10) 




Total 


100 

CN=269) 



TABLE A6.14 



Techniques Used for Head Start 
Screening in Soc*':il Emotional 


Add i tional 
Development 




Technique Type 




of Total 


Not reported 




84.0 

CN=226) 


Denver Developmental Screening Test 




CN=1) 


Vineland Social Maturity Scale 




it 


Bayley Scales of Infant Developinent 




* 


Learning Accomplishment Profile 




* 


! 

Other formal (standardized) test 




CN=7) 


Observation 




7.4 
CN=20) ■ 


i Locally designed assessment 

1 ' 




2.2 

CN=6) 


j 

\ Other 

i 

I 




0.4 

CN=1) 


Don't know 




3.0 

CN=8) 




j 

j Total** 

' t 




100 

CN=269) 
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TABLE A6.15 



Techniques Used by Non-Head Start 




ProgTams for Screening in Vision 




Technique. Type . 


% j£ Total 


Not reported 


56-5 




(N=26) 


Snellen Picture Chart 


19,6 




(N=9] 


Opthamological Exam 


8,7 






Tifmus 


-k 


i rn Hand Test 


A 


Other formal (standardized) test 


2.2 " 






Locally ^designed instrument 


2.2 • 




(N=l) 


Other 


2.2 




(N=l) 


Don ' t know 






(N=4) 




Total 


100 




(N=46) . 
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TABLE A6.16 



Techniques Used by Non-Head Start Programs 
for Screening in Hearing 


Technique Type 


% of Total 


Not reported 


50.0 

(N=23) 


Pure Tone Sweep 


4.3 

(N=2) 


Pure Tone Threshold 


6.5 

(N=3) 


Impedence 


2 - 2 


Speech Reception Threshold/Speech Discrimination 




Audiometric Exam-Technique not specified 


23.9 

(N=ll) 


Full Audiometric Exam (2 or more of the above 
techniques) 


2.2 

(N=l) 


Observation 


2 . 2 

(N=l) 


Other formal test 


2.2 

CN=1) 


Don't know 


6 . 5 

(N=3) 




Total** 


100 

(N=46) 



3 is 

o 
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TABLE A6.17 





Programs tor 


Screening in Physical Coordination 


and Development 


; 

Technique Type 


% of Total 


Not reported 


50.0 




(N=23) 


Physical exam 


17.4 




(N=8) 


Learning Accomplishment Profile 


2.2 




(N=l) 


Denver Devel onmpnl^al ^ri'faon i n a Toc^-h 


Z • Z 




(N=l) 


Cattel Infant Intelligence Test 


2.2 




(N=l) 


Bayley Scales of Infant Development 


* 

■ 


Other formal (standardized) test 


10.9 




(N=5) 


Observation 


4.3 




CN=2) 


Locally designed assessment 


6.5 




CN=3) 


Don ' t l.iiow 


4.3 




CN=2) 




Total** 


100 




CN=46> 



3^9 
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TABLE A6.18 



"Techniques Used by Non-Head Start 


Programs for 
Deve 1 oDment 




Technique. Type 




of Total 


Not reported 




50.0 

(N=23) 


D^aoK^-^rJ-vr T) n ni*^^y*/^ Vnfi^ Villi PTV TPSt 

r e a D 0 ciy riL-LLiic vu^-dULixcii/ i^ou 




10.9 

CN=5) 


Goldman Fristoe Test of Articulation 




2.2 

(N=l) 


Carrow Te:3t for Auditory Comprehension of 


Language 




Zimmerman Pre -school Language Test 




4.3 

(N=2J 


Illinois Test for Psycholinguis tic Abilities 


■ft 


Other formal (standardized) test 




8.7 

(N=4) 


Observation 




4.3 

(N=2) 


Locally designed assessment 




15.2 

(N=7) 


Don't know 




4.3 

CN=2) 




Tolfal** 




100 
(N=46) 



TABLE A6.19 



Techniques Used by Non-Head Start Programs 
Screening in Intellectual Development 


for 


Technique Type 


1 of Total 


Not reported 


47.8 . 
(N=22) 


Denver Developmental Screening Test- 


2. 2 

(N=13 


Stanford- Bine t 


6.5 

(N=3) 


Wechsler Intelligence Scale for Children 


2.2 

(N=l) 


Learning Accomplishment Profile 


2.2 

(N=l) 


Bayley Scales of Infant Development 


■ 4.3 
(N=2) 


Other formal (standardized) test 


15.2 

(N=7) 


Observation 


6.5 

CN=3) 


Locally designed assessment 


8.7 

(N=4)| 


Don * t know 


4 3 


Total 


100 
CN=46) 


35l 
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TABLE A6 . 20 



Techniques Used by Non-Head Start Programs for 
Screening in Social Emotional Development 


Technique. Type ^ 


of Total 


Not reported 


52,2 
(N=24) 


Denver Developmental Screening Test 


2,2 

CN=1) 


Vineland Social Maturity Scale 


10,9 
(N=5) 


Bayley Scales o£ Infant Development 


ft 


Learning Accomplishment Profile 


* 


Other formal (standardized) test* 


8.7 

(N=4) 


1 Observation 


13.0 . 

(N=6) 


Locally designed assessment 


6.5 

(N=3) 


Other 


2.2 

CN=1) 


Don't know 


4.3 

CN=2) 




Total** ' 


100 
CN=46) 



3 
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TABLE A7.1 



^ ^ 



[onfi.rajjjR 



:!ejring 



frequency of Diagnostic Confirnations Hade in Each Diagnostic Area by Handicapping ConJicion 



Visually 
lir.|)aird 



BiinJ 



Dm 



Physical 
Handicap 



lUiiring 
if,paired 

Total_ l_o_f rcliinn of Columi) » of Colunin Column i of Column 



HanJicappinj! C on dition 

lle^iltli or Specific imo^ 

Developcitiiitally Umin Mentally iMm 

^^P^i^^^ iii.paired Disnbilicy Retarded Dislurt: 

^ - \ of ColuRH \ ot Cota \ of Colunn > of re ": 



L7 



ihysical Coordi- N«i02 6.? 
^.iiion/je/clopsent 

jpeecS and M39 * 

!n;eiUciujl :'>87 » 
iociaI/i:Gtional f>73 * 



'37 



16.7 



t5,2 


luii.G 




m 


28,6 


i 






(7.6 


k 


(N=101 




23,8 


i 






23,8 




(H'5) 





8,1 
(H'3) 



26,7 



!H,6 
(N"55) 



80, 



29,7 
(NMl) 

16,2 
(N'6) 

10.8 



(N"12) 

30.0 

[M] 

26.7 
(N-8) 



93.3 


83.3 




II 


10.8 


10,0 


5.1 


6.5 










(N=0 


(,'.'= 51 







5.1 

(N'3) 

11.9 

fly" 7) 



98.3 



(i;'ll) 

13,6 

(N"8) 



(1=31 



12.9 

38.7. 
(fi"12) 



77. 



41.9 
(N-15) 



;>35 

5,7 
(N-2) 



37.1 
(N"13) 

45.7 



74.2 77.1 
(N'23) (1^=27) 



TlJ 



353 



Note: Each percentage vas derived froQ the total number of cases within each handicap classification. Thus, 
the first cell shows that H. or 9JJi, of the 15 cases m which visual inpairiaent m reported as the 
primary handicapping condition, received a confirmation in the vision Jiegnostic area, The diagnostic 
areas of priaary concern to each handicapping condition a;e enclosed in boxes. 
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TABLE A7.2 







Techniques Used for Head- 
ConfiTTiiat ion of Handicap in 


■Start 
Hearing 


1 M 


Technique 


Type 






% of Total? 


Pure Tone 


Sweep 






^ 2,4 T 



Pure Tone Threshold 
Impedence 

Speech Reception Threshold/Speech Discrimination 

Audiometric Exam - Technique not specified 

Full Audiometric Exam (2 or more of above techniques) 

Other formal (standardized) test 

Don't Know 



Total** 



(N=l) 

4.9 
CN=2) 

14.6 

(N=6) 



36. 6 

(N=15) 

17.1 
(N=7) 

4.9 
(N=2) 

19,5 
(N=8) 



100 



CN=41) 
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TABLE A 7 . 3 



- . - ■ 

Techniques Used for Head Start 

Confirmation of Handicap in 
Speech and Language Development 


Technique Type 


% of Total 


Peabody Picture Vocabulary Test 


28.6 

(N=40) 


Goldman Fristoe Test of Articulation 


14.3 
CN=20) 


Carrow Test for Auditory Comprehension o£ Language 


3.6 

(N=5) 


Zimmerman Preschool Language Test 


2,9 

CN=4) 


Illinois Test of Psycholinguistic Abilities 


1.4 

CN-2) 


Other formal (standardized) test 


22.9 
(N=32j 


Observation 


•• 5 . 7 
(N=8) , 


Locally designed assessment 


3.6 

(N=5) 

/ 

17.1 

i . (N=24) 

1 


Don ' t Know 


Total** 


100 

(N=140) 



ERIC 
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TABLE A7.4 



Techniques Used for Head Start 
Confirmation of Handicap in 
Physical Coordination and Development 


j Technique Type 




% of Total 


1 Physical exam 




46. 6 

CN=48) 


1 Learning Accomplishment Profile 




1.9 

CN=2) 


1 Denver Developmental Screening Test 




5.8 

CN=6) 


Cattel Infant Intelligence Test 




1.0 

CN=1) 


Bayley Scales of Infant Development 




1.9 ^ 
(N=2) . 


Other formal (standardized) test 




16.5 ■ 
(N=17) 


Observation 




D . o 

CN=7) 


] Locally designed assessment 




1.9 

■ CN=2) - 


j Don * t know 




■ 17.5 
CN=18) 


j Total*- 




100 

(N=103) 



ERIC 
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TABLE A'/ , 



Techniques Used for Head Start 
Confirmation of Handicap in 
Intellectual Development 



Technique Type 



% of Total 



Denver Developmental Screening Test 
Stanford Binet 

Cattell Infant Intelligence Test 
Learning Accomplishment Profile 
Bayley Scales of Infant Development 
Other formal (standardized) test 
Observation 

Locally designed assessment 
Don't Know 



5 . 


"7 

/ 




= 5) 


29 . 


9 


CN= 


= 26) 




1 - 


(N= 




, 3. 


4 


(N= 


3) 


1 . 


1 


(N= 


1) 


29. 


9 


(N= 


26.) 


5 . 


7 


(N= 


5) 


1 . 


1 


(N = 


1) 


21 . 


8 




19)- 



Total** 



100 
CN=87) 



■355 
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TABLE A7 . 6 



Techniques Used for Head Start Confirmation o 
in Social/Emotional Development 


- 

f Handicap 


Technique Type 


?o of Total 


Denver Developmental Screening Test 


4'. 2 
(N=3) 


Vineland Social Maturity Scale 


13 .9 

(N=10) 


Bayley Scales of Infant Development 


1.4 

(N=l) 


Learning Accomplishment Profile 


5.6 

(N = 4) 


Other formal (standardized) test 


9 . 7 

(N=7) 


Observation 


38 .9 

(N=28) 


Locally designed assessment 


2.8 

(N=2) 


Other 


2.8 

(N=2) 


Don't Know 


2 0.8 

(N=15) 


Total** 


100 

(N=72) 



TABLE A7 . 7 



Techniques Used for Head Start 
Confirmation of Handicap in Vision 


Technique Type 


% of Total 


Snellen Picture Chart 


5.9 
(N=2) 


Op thamo logical Exam 


35 . 3 

(N=12) 


Titmus 


2 . 9 

(N=l) 


Sojourn Hand Test 


* 


Other formal (standardized) test 


2.9 

(N=l) 


\J u/ O ^ i. V C*. L> -L \J I L 




Locally designed instrument 


* 


Other 


2 . 9 
(N = l) 


Don ' t Know 


50.0 

(N=17) 




Total** ' 


100 ; 

(N.= :34) 



TABLE A7 .8 



Cases Where the Parents of Head Start 
Handicapped Children were Included 
As Part -o£ -a Diagnostic Team 


Parent Inclusion In Diagnostic Team 




% of Total 


Not reported 




0.7 

CN=2) 


Parents were included as 
part o£ the diagnostic team 




65.8 

CN=177) 


Parents were not included 

as part of the diagnostic teams 




33. 5 

(N=90) 




Total** 




100 

CN = 269) 



TABLE A7.9 



^ofessionals Ifho Provided fmaml ksmm in Non-Head Start I'rograras by DiagnostU^^T 



Diagnostic Area 



Vision 
Hearing 

Physical Coordinatior 
and Devclopiient 

Intellectual 
Development 

Speech and 
Language Developnent 

Social/fjnotional 
Develofnient 



I'rQvider of Functional Assessment 



Niatrician/ 

i'arapro- ' 

5« ■ Sf ;rr 

MmiL Prafesional Mi„i„ist f™"^ 



1.3 


17.8 
(N=22] 


2.2 






26.1 
(N=12) 


52.2 
(N=2'l) 


2.2 
(N=l) 


8,7 


15.7 
(N=21] 


t 


2.2 
(N'l) 


60,9 


1.3 

m) 






2.2 

.(N=l) 


2.2 


71.7 
(N=33) 


k 


5:.2 

(N=24) 




2.2 

ffj=n 


It 



13.0 
(N=6) 

13,0 
[M) 

23.9 
32.6 



19.6 

[M) 

28,3 



Staff 



Teacher Other - 



1/ 



1/ 



4.3 

(N=2) 


17,1 
[H] 


4.3 

[M] 


17.4 

(N=8) 


17,4 

(N=8) 


32.6 
(N=15) 


15.2 

(N=7) 


13.0 

[M] 


13,0 
(N=6) 


10.9 
(N=5) 


23.9 

(N'll) 


23,9 
(N=ll) 



- Includes social worker and public health nurse 

„ alW t. resN „,a „e. Pe»ug.s » derived fa W of Sta. p,,„ («) , 
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TABLE A7..10 



Professionals Mio Made RecoiiMdations in Non^ilcad Start Programs by Diagnostic Area 


Diagnostic Area 






Provider of Reconiiiendations 










Psychologist/ 
Psychiatrist 


Pediatrician 

Other 

Licensed 

Medical 

Professional 


Speech 

tepist/ 

Audiologist 


Parapro- 
fessioiial 
Medical 
Personnel 


Interdisci- 
plinary 
Team 


Staff 
Teacher 


Qther- 


Vision 


2.2 

[M] 


J9.1 
(N=18) 


It 




(N»8) 


15.2 

(N=7] 


17.4 
[M] 


Hearing 


i 


23.5 
(N=ll) 


[Ml) 


2.2 
(N=l) 


23.9 ■ 
(N=ll) 


8.7 

(NH) 


■ 8.7 . 
(N=4) , 


Physicai Coordination 
and Developnent 


6.5 

(N=3] 


(N=20) 




2.2 
(N=l) 


32.6 

• (N=15) 


15.2 

m. 


26.1 ■ 
(N»12) 


Intellectual 
Development 


(N=25) 


I 


i 




41.3 
(N=19) 


IJ.O 
(N=6) 


10.9 

(N'S) 


f Speech and 
Language Developrdent 


U 
■(N=2) 




5B.7 
(N=27) 


i 


28.3 
(N=13) 


10.9 

m 


13.0 

[M] 


■ Social/Einotional 
Developifient 


50.0 

[Ml] 




4.3 


* 


30.4 
(N=14) 


in 

(N40) 


23.9 
(N'U) 



y Includes social worker. and public health nurse 
Note: Total numbers vary because programs were allcwe;' to respond more than once. Percentages were derived from total number of 
non-flead Start programs (46).' ■ 



3S'i 3!!5 



Reasons for Usiim |)i;i(iiiostici;iiis in Jloii-llciJ Start Proiirams liy Each Diagnostic Area 



Diajnostic Area 



Total** 

\ of KOH 



Ho choice, 
I'art of ■ cliildrcn usually 

Least cxpcnsivo Best service Only available cstablislicil drraosed prior 
service available available service diagnostic service to euro! lit Othor No response 

^ of How I of M t of RoH 5 of Row 



\ of Row 



Vision 
Hearing 



Physical Coordin- 
ation and Develop- 
ment 



Speech and 
Language 



intellectual 
Development 



00 ^,5 
30 4.3 



)(1 4,3 

[Mb] [M] 



50 - ',.3 
(N"46) [M] 



Social/Emotional lOO 4.3 
Development (.'j.^i) '(j^-.i) 



\ of Row of 



2a, 3 

(N 
III 



28,3 



13) 

Ml) 
I 

Ml] 



30,4 
(N"!4) 

23.9 

26,1 
(N"12) 



6,5 



3.7 



^=3) 
2 

N'l) 
4) 



6.5 
(N-3) 



Ifl.O 
(N-5) 



4,3 
(N'2) 



21.7 
(N-10) 

37,0 
(N"17) 

34.3 
(N'16) 



41.3 
(N-ID) 



45.7 
(N-21) 



43.S 
(N"2fl) 



6.5 



8.7 

{N"4) 



21.7 



■10) 



6 5 


in Q 


D 1 


IN'3) 


(N-S) 


(N-4) 


4.3 


8.7 


10 • 


(N-2) 


(N'4) 


,,,■5) 


6.5 


6.5 


4.3 


{H] 


(N-3) 


m) 


6.5 


I'. 5 


2.2 


(N-3) 




(N-l) 


6.S 


6.5 


8.7 


m . 


(N-3) 


(N-4) 



ERIC 
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TABLE A7 . 12 



Techniques. Used by Non-Head 
Starts Programs for Continuation o£ Handicap 
in Speech and Language Development 


TprVinimiP Tvnp % 


of Total 


irccLUVJvj.y iX^LLiic v^j^dULixcLxy icol 


23 9 

CN=11) 


nolHiTian pTi^^tTiP Tps1" of" At1" i cn 1 a t i on 


8 . 7 

CN=4) ... 






Zimmerman Pre- school Language Test 


10.9 


Illinois Test o£ Psycholinguistic Abilities 


10.9 


Other formal (standardized) test 


47.8 
- (N=22) 


Observation 


2.2 

CN = 1) 


Locally designed assessment 


17.4 

(N=8) 


Don't know 


8.7 

CN=4) 


Mot reported 


23.9 

CN=11) 



Note: Percentages 'were derived from total number of non-Head Start 
programs (46). Programs were allowed to respond more than 
once. 



ERIC 



Techniques Used hv >;on-'i'. 'u: Srrirt ^Voerrtms i^ov 
Confirmation of Handican in r':>'sic:il iloorc' :ation and Develooment 



Technique Type of Total 



1 



Physical exam 25,9 

CN-il) 

Learning Accomul ishment Prof ie 4,3 

Denver Developmental Screening Test 4.5 

(N=2) 

Cattei Infant Intelligence Test 2.2 

CN'-l) 

Bayley Scales of Infant Develonment 4.5 

(M=2) 

Other formal fstandardizedl test 50.4 

■ CN=14) 

Observation 4 . 5 

(N = .2j 



Locallv designed assessment 



Don' t know 3.7 

(N = 4] 

Not reported 28.3 

(N=13) 



Note: Percentages 'Weore derived from total number of non-Head Start 

programs (46) . Programs were allov;ed to respond more than once 



ERJC 
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TABLE A" .14 



' T echniqi-ie ?• n s ed X o p- - ; lea J 6 1 j. r t 
Confirmation o ^' !i:inJ i can . i n InceLlec 


r 0 g r a ni s i o r 
tu;.il Development 


^ Techiiique Type 




'o. 0 f To t a 1 


: Denver D e \ e 1 o pr.i e n t a i b u r e e n i n g i l 
; Stanford - B inet 




6 . 5 

(N=5) 

50.4' 
(N=14) 


i Wescnler Intelligence bcaie tor Lniiuien 




15.2 

CN=7) 


Learning Accomplishment Profile 




4.5 

rN=2) 


: Bavle)' bcaleb o t intant jeveiopmenc 
i 




8 . 7 

CN=4) . 


j Other formal (standardized) test 




52.2 

(N=24) 


; Observation 




4 . 3 
(N=2) 


Locally designed assessment 




6.5 

CN=3) 


Don' t knov/ 




4 . 3 

(N=2) 


Not reported 




21.7 

(N=10) 



Note: Percentages were derived from total number o£ n-Head Start 

programs (46). Programs were allowed to respond more than once 



\ 



TABLE A'. IS 



1 Techniques used iiy Xon- iiead Start 


Programs for 
tional Development 


! 

Technlaue Tvne 

J. ^ \^ X L 1 L JL. V« \^ \^ i » ^ 




"s of Total 


Denver Developmental Screening Test 




6 . 5 

(N = 3) 


Vineland Social Maturity Scale 




28 . 5 

(M=13) 


Bayley Scales of Infant Development 






Learninc^ ^rconir)! i c^hmpnt Pvnf ' 1 p 




2 . 2 

"(N=l) 


0 1 h p T f O T*m rc:-t*3nH3THt'7pH'l 




28 . 3 

(N=13) 






26.1 

(N=12) 


Local Iv dp^^icTTipri ?^'^c:p*^c:mpnt* 




,9 7 

(N = 4) 


Other 




4 . 3 

(N=2) 


Don't knov; 




4 . ' 

(N-2) 


Not reported 




32.6 

(N=15) 



Note: Percentages were derived from total number of non-Head Start 

programs (46) . Programs were allowed to respond more than once. 
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TABLE A" - 16 



Techniq-ues ^eJ by N'on-HCcid St'dvz Programs 
for Confirmation of Handicap in Vision 



Technique Tvpe 



S^iellen Picture Chart 
Op thamo log ical Exam 
T i tmu5 

Sojourn Hand Test 

Other formal (standardized) test 

Observ . t ion 

Locally designed instrument 
Other 

Don' t know 
Not reported 



of Total 



13 . C 
15.2 

(N=l) 



17 . 4 

(N = S) 

2 . 2 / 
2.2 

4.3 

(N=2) 

15.2 

(N = 7) 

4 5.7 

(N=21 j 



Note- Percentages were derived from total number of non-Head Start 

programs (46). Programs were allowed to respond more than 'once 
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TABLE A7.1~ 



Techniques Issea by Non-Head Stiart Pro^rains 
1 for Conf irmar ion of Handicao in Hearing 


Technique Type 

L ... .. . _ 


■s of Total ' 


!. Pure Tone Sweep 


4. 3 


i 

j Pure Tone Threshold 


15 . 0 

CN=6) 


' Impedence 

1 


4.5 


i /■ 

• Speech Reception Th^-'eshold/Speech Discrimination 


* 


Audiometric Exam-Technique not specified 


54.8 

CN=16) 


Full Audiometric Exam (2 or more of the above 
techniques) 


10.9 • 

CN=5) 


Observation 




Othe formal test 


lo . 0 

(N=6) , 


Don' t know 


10.9 

CN'=5) 


No reported 


28 . 6 
,CN = 15) 


Notef^ Percentages were derived from total number of non 
programs C^6) » Programs were allowed to respond 


-Head Start 
more than once 
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GCOV (MO;?.;/I.VG, AFTEKNOOU] MV VAWE IS ' , AUV I 

^EPI^ESEHT A?Vi:EV MA.VAGEME.VT SClz}:CSS Or SIUJEk SP^I.VG, !iAZVLANV. 
U}4VEZ COUT'ZACT TO T'rlE OFFICE Or CHI iV VEVzlO?yiE}n TO ^E7TEW zf rO^TS ^cT.VG 
MAPE Sy KEAI7 STAZT P^CG-^AnS Oi Sc'HALr OF HA}W1CA?PEV CHriVPE^. THE PURPOSE 
Of THIS IHTE^'JIE'JJ IS T-jJO-rCi:?. FI^^ST X!£ 'JJO'dLV LIKE TO OBTAI.V LVFC/'^MATI 0 V 
ABOUT THE F^^CSLcMS /OQ HAl'E HAtti I/i E.VROLLI.VG KA.Vr:CA??E!7 CH'LiV^EN ANV THE 
^UUBEH Or AWZ7 TYPES Of HA.^iVT CAPPED CHT LV^E^i IVEHT^lPJEV SY VOUP, PZCGPAhl THAT 
you UEllE ^WT A3LE TO EMKOLL. SECOUVLY, I'lE 'jJOULV ALSO LIKE TO HAVE T.VFO^.MATIO.V 
CONCEPIUHG THE ZESOUPCES VOU , HAVE ^OSTATU^^V .TO -.SUPPOXT YOUP HANVJCAP-PEV PPOGPAf.i 

PLEASE PEALiZE TH ' r.V AUAIVIZUG THIS T.'yFOR.UATIO.V, ^ LI PATA i'lLL 3E 
AGGZEOATEV SO THAT T>/: :V'^AL PPOGPA^\S 'J'LL .'/OT, A^W CA.V.VOT, 3E ir^E-VTlFIE . 
THIS STUVY IS .VOr I.^/TE-.I^EP TO BE A COS{PLlA\lCE EVALUATZO'K 

Ci/E APP^^HCIATE YOUP TIME AWP COOPEPATTON I.V THIS SraZ7V, PLEASE FEEL F^EE 
ra F-KOVT^^E AW7 l^rCPMATZQ^: YOU CAW I.V ;^ES7(?.VSc TO THE ' 2.UcSl "CVS li/E'^E AS<IVG. 
ALSO, 3c AS OPEU AHV AS HOHEST AS POSSIEIE 'JlTH YOUP A.VSWE'S. 

APE THEPE ANY QUESTIONS? 

. LET*S 3EGI.V. 



375 



0MB * 35-57- 

Ex"Dires: 12 / 



go: 



COLUMN 



I 



6-lQ 
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HVALl'ATrCN OF THE PRCCHSS OF MAI.VSTRH.^MING rlA^VDICAPP^D 
CHI^- .ZN* r?.TO HEAD 5TART 

APPLI^-. MANAGEMENT SCIENCES, INC. 

PHASE I PRIMARY DATA INTERVIEW SCHEDULE 



! 1. Grantee 



j 1, Delegate Agency 
! Progran Code : 



Child Code' IZzavt bZcinc 



Ceater Cod:--: {Izavz bl:ink] 



Forn Numbe: 



Respondent : 



Cpos ition/ function) 
Projjrani Name : 



I 



I 



Interview Dat e / /_ 

Interviewer 



I 

I 

ERIC 



^76 



? A RT I - Ha ndic apped Childr e n Identified But Mot Enrolled 



F:?,sr, :'v l::<c to ^sk si - nuzsr:o>!s abcut chtlv^e}! that '^cr ^avc 

A.VP WHOM yea 'JiEllE a.VASlE 70 EU^CLL. 

1. Do you have a list of children w: th suspected or confirr.ed handicaps 
waiting to enroll in your program? 

2 No 

I Yes • . . - 

L> Please indicate the nunbers of these children by 
handicapping condition 

Blindness (15 | ^ 

Visual Impairtient C 2) j 1 

Deafness C 3] j | 

Hearing Impairr.ent C-^) ! | 

Physical Handicap (5 ) [ 

Speech lapaiment (6] ! 

Health or Developmental < , 1 , 

Impairnent (7) I | I 

Mental Retardation (S) I ^ | I 

Serious 5;notional Disturbance (9) 1 1 . I 

Specific Learning Disability (10) ^ ' \ j 

2. If an opening becomes available in your progran, how do you detei*:nin 
who will fill the vacancy V [C^iclz anz] 

1 inappropriate, not relevant 

2 child is selected who has been on the waiting list longest, 
regardless of whether he/she is handicapped 

J we would tend to enroll a handicapped child 

4 we would tend to enroll a nan-handicapped child 

5 It depends on the child who left the procrajn 

6 other [plzcuz ^pzcl.^u] 



50 



,S5-5a,35-56,5: 



59 



60-61,63-63 

6*1-65 y 66-6* 

63-69,70-71 

72-^3,74-75 

76-77,73-79 

16-17 - "o: 
13-19,20-21 

22-23, 24 -ZS 
26-27,23-29 
30-31,32-33 
34 - 35^36- 17 
33-39,40-41 



^2-44,45-4: 



• •^n.ld -ou to enroll one zyve of handicapped 

If vou had the optio" would ou p.---^ 
child over ancther? 

2 Mo 
L Yes 



;^ich handicap(3) would you prefer? 



•58 



So 



Yes 



a.. I£ »o. plea., indicate =h= ™f =;.|i/Sr = j""?dK. 



"^^ndicapping Condition 
Blindness 
Visual Impairaent 
Deafness 

Hearing Inpair:nent 

Physical Handicap 

Speech Innairment 

Health or Development 
ImpairTnent 

Mental Retardation 



Munber of 
Children 



Munber Severelv/ 
Sub s --i-^r^miy Handicar::ed 



rj3 



□ 



Serious Emotional Disturbance [ 
Specific Learning Disability [ 
Other [pltcLSt ^pzdiy] L 



rrn 

cm 

CO 
CO 
ra 



TOTALS 



■0 ' .-^^S 

ERIC 



C3 



■ib. How ."nany children would you estimate were referred to your nro^ran 
or screened by your program as potentially handicaaned during this 
program year? 



I 



vxag-xam .oka \ 



I 



[dA^\JAjiz 4b by ^qjCjJL -f<xj 



-Ic. Please indicate the agencies to which you have referred handicapped 
children . Of these agencies , which would you estimate h.as received 
niost of your referrals? {Ckzz'z ^ct, ^genc^i-i 'xZJLLLzzd] 



public schools {1) 

____ Easter Seal Agency IZ) 

Association for Crippled Children (3] 

BEH First Chance Project 

University Affiliated Program (5) 

other private categorical program (6) 

other private non-categorical program (7) 

State insitution (3) 

other Head Start program (9) 

. other [pLza^jL ipec^fla] 



Clo: 



Id. Enter code af agency most often used [" 



fn your efforts to enroll handicapped children* have you encountered an^' 
situations in which your agency was competing with another to enroll a 
particular child? 



— 1 



No • . 

,'Mo , but the possibility for conflict exists 
Yes 



-> Sa, With which agencies have you had these conflicts (or 
potential conflicts)? (C/'ieci a,UL t'/tcuC apvtu] 

public schools 

Easter Seal. 

BEH First Chance Project 

-- ■ University Affliated Program 



70 


other 


private categorical 


program 


71 ' 


other 


private non-cat egor 


ical proVram 


72 


State 


instittition 




73 


Other 


Head Start program 




74 


.. other 







C-1) 



76 
77 

16-17 



5b. 



^f^hat was the basis of these conflicts? [Critzz a.lt C/taX ipp^^^'l 

^ dispute over aost appropriate pi ' :ement for services 

dispute basically a jiatttr of obtaining children for 

funding purposes 

Head Start and other agencyCs) serve the same geographic 

area 



•03"! 



13-19 
20-21 

22-25 
2-1-25 



23-29 
50-51 
52-55 
54-55 

56-57 

58-59 

v^O-«ll 



other (p^iiue ^pec^^'f/) __— — 

PART II - Clerical Data 

^i^ase complete this s-ction prior to Applied Management ^Sciences ' 
on-5it- visit If vou should h^ve any questions about tne inxorriation 
reauired, pUase contact Auplied Mana^rerner.t Scier.ces .at either or the 
following toll-tree nuinbers: 300-653- 2734 or 3 00 -6 j3 - ^ 3 o 

6 Based on vour experience during the previous prp^ram year, '-^^a^ ;;:[^re the 
conditions of discontinuation of handicapped children m your program.. 



-13 



Conditions of Ter:nination 
A Voluntary withdrawal 
moved 



Number of Children 



Total Voluntary 



parental dissatisfaction with 
program 



child no longer needed the program I I 1 



child transfered to another 
program 



unknown 
Termination by Center 

classroom management difficulties 
age ineligible 

entrance into public school 
sy: :eni - special class 

inability of staff to deal with 
handicap 

entrance into other ser^/ice 
program 



I 



Total Center Temination 



For those handicapped children who are discontinued, are provisions :nade 
to ensure continuity of services? ^. 

2 Mo ■ 



Yes 

u , 



Are^such provisions made for both voluntary and center . 
terminations? / 

2 ■ No * ' ^ V . . • . 

1 Yes 



EKLC 



380 



IS0-3Z 
5 3-55 

56-53 
}59-61 

62-64 
I 65- 67 



68-70 



1 



I 



3. 



10, 



11. 



Vfhat is the toxal number of children in your pro^jran who are: 
handicaoped and above CCD inconie guidelines i ^ 

handicapped and viihin CCD incocie .^^uideliaes ■, 
non-handicapped and above OCD income guidelines i ■ ■ 
aon-handicapped and within OCD income guidelines 



Please indicate the number of handicapped children you serve by 
chronological age. 



3 years old 
•i years old 
3 years old 
Other 

9a. Of your currently enrolled handicapped children, hew >aany have 
been, or will be, in your proj^ram two or mora years? 



How long has- your program been providing services to handicapped children 
{C^xzZz CLppxQp^dZz. ^^,spa^t4^ cade I 



1 one year 

2 tvo years 

3 three years 

4 four years 

5 five years 

6 mere than five years 

'rtTiat is vour total funding ( c>t doLlxx^] for Fiscal Year 19^r? ^ 



I 



1 



EMC 



38 1 



16-17 - "Oa* 



5-19, :o 

1-29,50 

J-59,40- 

(-^9,50- 

1-59, 60- 

(-69,70- 
16-17 - 

1-13,20^ 



-35,56-51 

-45,a6-a:' 

-35,56-5" 

-65, 66-67 

73 , 76-7-t 
"05" 

25,26-2 
55,56-5 



ERIC 



Of chi.se funds, which have you specifically earmarked (all or a portion ofj 
for 5 ices to the handicapped. Please indicate source, amount, and 
length o£ time you have received these funds. 



Sour ce of Funds 
Center appro priau, 
code) 



Cent 



Amount 



rigure) 



.Vunher of Years Recgiv gd 
(.enter nunber) 



! i I 



Codes for Funding Source 

1 Basic Head Start grant ' 

2 ^ Head Start Supplemental funds 

3 3EH First Chance funds 

i State "reimbursement of servic funds 

5 other State funds 

6 other local funds 

7 ' other Federal funds 

3 other Education for the Handicapped Act funds 

9 \^ other [plzdJse. spzc^^u] ■ 

10 other [plza^e. 4tpe.z^i(/] ' 



I 
1 
I 
I 
I 
I 



if- 



/ 



I 
I 

I 
t 
i 

I 
I 

1 



